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P ARKINSON’S Disease or paralysis agitans 
was first described by James Parkinson in 1817 
and represents but one of a series of related 
dyskinesias which have been subject to much 
neuranatomical, physiological and chemical in- 
vestigation in the succeeding years. Chorea, 
athetosis, choreoathetosis, ballism and dystonia 
musculorum are the other members of the group. 
Descriptive terminology must, of necessity, be 
used to identify the individual members and in- 
deed a severe dyskinesia may include certain 
observable features of all of them. Basically, 
however, the abnormal movements of chorea 
are abrupt and jerky, involving the extremities 
and frequently the trunk. There may be grim- 
acing movements of the face. The flinging of 
the arms and legs with flexion and extension of 
the trunk cause the patient’s gait to have the 
appearance of a grotesque dance(1). Ballism is 


Parkinson's Disease 
and Related Dyskinesias 


Charles W. Elkins, M.D. 


Juan E. Fonseca, M.D. 


Tucson, Arizona 


perhaps a more severe example of chorea( 2). 
On the other hand, the involuntary movements 
of athetosis are slow and writhing in character, 
generally involving the upper extremities more 
extensively than the lower and the distal joints 
more severely than the proximal. When quick 
jerky movements complicate the slow sinous va- 
riety, the term choreoathetosis is applied(3). In 
dystonia the involuntary movements are athe- 
totic but complicated by twisting “torsion 
spasms” of the pelvis and shoulder girdles(4). 
Paralysis agitans is characterized by coarse, 
rhythmic tremor at rest, masked facies, festina- 
tion or propulsive gait, and usually some in- 
creased muscle tone, the demonstrable cog- 
wheel rigidity. To further elaborate on Parkin- 
son’s tremor, it disappears during sleep, de- 
creases on voluntary motion and is exaggerated 
by emotion. Rigidity may be predominant and 
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may exist as a separate entity to tremor and vice 
versa. 

Leaving the other dyskinesias for the moment, 
to focus attention on paralysis agitans, it can be 
pointed out that there are several types of this 
affliction and a convenient classification has 
been suggested by Alvord(5). 

1. Typical Parkinsonism 

a, senile, presenile or idiopathic 
b, encephalic 
(1) Von Economos lethargic 
encephalitis 
a, acute “encephalitic” 
b, late “post encephalitic” 
(2) other types of encepthalitis 
c, “juvenile”, often familial 
d, other “sympomatic” (certain cases 
of Wilson’s Disease, Carbon mon- 
oxide, etc. ) 


11. Atypical Parkinsonism (i.e. rigidity with- 

out tremor ) 

a, arteriosclerotic 

b, other 

The physiological basis for paralysis agitans 

is for the present unknown. However many 
structures and combination of structures have 
been implicated. The basal ganglia seem to be 
the focus for the production of the tremor of 
Parkinson’s Disease. These paired structures con- 
sist of the caudate nucleus, internal capsule and 
putamen, this combination being spoken of as 
the striatum and the two parts of the globus 
pallidus are known as the pallidum. In some way 
malfunction of this system results in tremor. One 
cannot be truly specific as to what type of mal- 
function or its exact location is responsible, for 
as will be developed subsequently, destructive 
lesions created within parts of this and other 
systems have been credited with the alleviation 
of tremor. Those systems and structures impli- 
cated in this entity are the entire pyramidal and 
extra pyramidal nervous systems, their cells of 
origin, afferent and efferent interconnections 
and ultimate outflow through the cerebral spinal 
nerves. Specifically those parts of these two mo- 
tor systems which are suspect from cephalad 
and rostrad are Brodman’s cortical areas 4 and 
6; the controversial suppressor areas particularly 
4s; and the striatum and pallidum as previously 
mentioned. Furthermore connecting pathways 
between the globus pallidus and the ventral 
thalamus through the ansa lenticularis and fas- 
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icularis lenticularis importantly enter the pic- 
ture. Finally the contents of the mesencephalic 
tegmentum which include the subthalamic nu- 
cleus of Luysii, the red nucleus, substantia nigra 
and reticular activating substance which extends 
into the pons and below are most certainly in- 
volved. Other structures may well be implicated 
but the above will serve to demonstrate the 
complexity of the necessary studies before the 
answers to tremor production and relief can be 
compounded. 

For many years investigation has been ham- 
pered and slow progress was made until the 
sterotaxic methods were introduced. Prior to 
this, beliefs were based on clinical pathological 
studies of infrequent cases and at times deduc- 
tions were made from logic alone by admittedly 
good thinkers. Let us hasten to state that even 
with this background, the age of stimulation and 
destruction has not as yet provided all the an- 
swers. In reviewing the many conflicting beliefs 
up to 1932, Bucy and Buchanan stated, “The 
destructive lesion disclosed by anatomical study 
cannot possibly demonstrate the physiological 
effector mechanism which produces motor man- 
ifestations. Destructive lesions are of necessity 
negative phenomenon. They destroy but do not 
produce” (6). 

More recently Martin, in considering Chorea, 
phrased the above somewhat differently. “A de- 
structive lesion cannot of itself give rise to posi- 
tive symptoms. The choreic movements must de- 
pend on irregular impulses entering the motor 
system and clearly such impulses cannot arise 
from destroyed tissue but must be coming from 
cells that are intact and travel along intact path- 
ways (7). 

Continuing in this vein, Ward’s hypothesis 
concerning the mechanism of the tremor be- 
comes more complicated and may be quoted in 
abbreviated form. “Tremor is driven by hyper- 
activity of “tremorogenic” cells in the midbrain 
and that this hyperactivity is the result of dis- 
crete interruption of fibers terminating upon 
them. The destroyed fibers perhaps have inhibi- 
tory synaptic endings on the tremorogenic cells. 
Presumably they arise at more cephalad levels 
and funnel together in the mesencephalon at 
about the level of the red nucleus. That denerva- 
tion hypersensitivity to acetylcholine may occur 
and result in released energy in the form of 
tremor completes this interesting concept”(8). 
Certainly the reticular activating system is sus- 
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pect of involvement in all motor and sensory in- 
terrelations. French has stated that this system 
must be considered the great integrating mech- 
anism of the brain without which unity of re- 
sponse to complex environmental stimuli is im- 
possible(9). It might be added that environ- 
ment should connote in this sense both internal 
and external locale. 

Bucy, on the other hand, presents evidence 
that the cortico-spinal tract is responsible for the 
tremor of Parkinson’s disease. He abolished the 
tremor by extirpation of the precentral gyrus 
(10). Parkinson had noted the disappearance of 
tremor following capsular hemiplegia. Walker 
and others demonstrated the disappearance of 
tremor after section of the cerebral peduncle 
(11) and Putnam accomplished reduction of 
tremor by section of the lateral cortical spinal 
tract in the spinal cord lateral column( 12). Mar- 
tin considers the globus pallidus, striatum, cor- 
pus Luysii and substantia nigra as a physiologi- 
cal group which act through the globus pallidus 
and that a lesion made in the globus pallidus or 
its efferent fibers has the negative effect of 
abolishing positive symptoms produced by dis- 
ease elsewhere but emanating through the glob- 
us pallidus(13). Actually very few facts con- 
cerning this entire system may be considered 
proven. Perhaps as close as can be established, 
destruction of the corpus Luysii in some way 
gives rise to hemichorea and the globus 
pallidus provides something which is essential 
for the occurrence and persistence of the move- 
ments. 

It is not intended that this presentation be 
made a complete review of hyperkinesia and the 
arguments intended to refute these divergent 
hypotheses need not be given here. A neat task 
would be to pin point a lesion, or lesions, respon- 
sible for a specific dyskinesia and then to iden- 
tify the structure or structures, the integrity of 
which is necessary for perpetuating the disorder. 

The voice of conscience in Russell Myers now 
arises and warns that “If for example, the state- 
ment that damage to the substantia nigra is re- 
sponsible for the appearance of tremor, akinesia 
and/or rigidity is to be honored as true then (1) 
Every case characterized during life by one or 
more of the clinical signs under inquiry should 
exhibit when examined at post mortem, some 
damage to the substantia nigra, and there alone. 
(2) Cases lacking the clinical signs under in- 
quiry should exhibit at post mortem examina- 
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tion no instance of damage to the substantia 
nigra. (3) Every brain which shows at post mor- 
tem examination some damage to the substania 
nigra should correspond, without exception, to 
a patient who during life, exhibited the clinical 
signs under inquiry. (4) Every brain which at 
post mortem study fails to show some damage 
to the substantia nigra should correspond to a 
patient who, during life, exhibited none of the 
clinical signs under inquiry”. 

“Similar statements concerning the relation- 
ship between tremor and the substantia nigra 
have been made implicating other structures 
such as the striatum, pallidum, the dorsal thala- 
mus and other structures in the brain stem”.( 14). 

Knowledge of the pathological changes occur- 
ring in paralysis agitans is also limited. Alvord 
states that cytoplasmic changes, Lewy bodies 
and Alzheimer triangles are observed in the sub- 
stantia nigra and locus coerulus. Other than this, 
data on changes in other structures such as the 
globus pallidus is incomplete. Differences in 
stains, technics and interpretations may be re- 
sponsible for unconfirmed reports and undupli- 
cated findings of specific neuropathological 
changes in a dyskinesia(15). The hope of fu- 
ture investigation is for improved technic dem- 
onstrating neuron loss which cannot be taken 
for artefact or in the absence of demonstrable 
neuron loss, changes in neuron biophysics and 
conduction. 


There has been no effective medical treatment 
for any of the dyskinesias except paralysis agi- 
tans. In this affliction various drugs of the so- 
lenaceous alkaloids, synthetic parasympatholy- 
tics, antihistaminics, stimulants, relaxants and 
ataractics have been used individually or in com- 
bination depending on the particular needs of 
the patient. The mode of action of these drugs 
are a matter of theory, but experimentally, tremor 
induced by stimulation of the reticular forma- 
tion in the monkey can be reduced or abolished 
by the parenteral administration of anticholiner- 
gic drugs. Tremorigenic lesions, as found in Par- 
kinsonism, may interrupt projections to cells in 
the medial reticular formation, hypersensitivity 
to acetylcholine develops, and thus the anticho- 
linergic drugs are effective in relieving tremor 
(16). Furthermore adrenalin which activates 
midbrain reticular cells towards the alerting 
state greatly increased Parkinsonian tremor. An- 
ticholinergic drugs like Atropine reduce both 
tremor and rigidity as they affect these same 
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cells towards inhibition of the alerted state(17). 

As with most drugs unpleasant side effects 
may frequently occur. The patient with more 
than mild paralysis agitans usually has restric- 
tion of movement and is like a prisoner in soli- 
tary confinement. He loses ability by facial ex- 
pression to disapprove or appreciate the many 
things and efforts of others that surround him. 
However his vision, hearing, smell, taste, mem- 
ory, impressions, abstract ideas are all normal 
but cannot tie in with motor performance and 
expression. To add to his restrictive woes he is 
given drugs to reduce his captive rigidity and 
tremor only too frequently at the expense of his 
precious residual, a clear mind with freedom of 
memory and thought( 18). 

Therefore it is with considerable interest that 
the Parkinson population: patients, relatives, 
friends and physicians follow the accumulating 
results of a surgical approach which offers re- 
lief of tremor and rigidity without sacrifice of 
motor power or reduction of the special senses 
mentioned previously but also admittedly not 
affecting the course of the disease. 

Cooper(19) reported the relief of contralat- 
eral tremor and rigidity in a patient with paral- 
ysis agitans in which an inadvertent occlusion 
of the anterior choroidal artery had been accom- 
plished. Further studies and subsequent similar 
successes justified the conclusion that the ef- 
fectiveness of anterior choroidal artery occlusion 
was due to infarction of more than a single, 
small anatomic structure and probably involved 
a physiological unit of two or more intracerebral 
structures. This artery is a branch of the inter- 
nal carotid artery and from its anterior portion 
supplies in part, the amygdala and hippocam- 
pus, the tail of the caudate nucleus and hippo- 
campal complex. Further caudad it gives 
branches to the mesial aspect of the globus pal- 
lidus and more distally to the anterior, lateral 
and posterior nuclei of the ventro-lateral thala- 
mus. The fiber tracts passing through the zone 
of irrigation of this vessel are the fornix, stria 
terminalis, anterior hypothalamic commissure, 
supra optic commissure, and the posterior two 
thirds of the posterior limb of the internal cap- 
sule which lies between the globus pallidus and 
the lateral aspect of the ventro-lateral nucleus of 
the thalamus( 20). 

Because of inherent difficulties in technic of 
choroidal artery occlusion and doubtful applica- 
bility to an older age group, the procedures of 
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chemical interference with the globus pallidus 
and ventral thalamus was developed( 21). Others 
duplicated these procedures and utilized elec- 
trolytic, mechanically placed and ultra sound 
destructive lesions(22) (23) (24). 

Cooper’s(25) conclusions after evaluating the 
results of 700 operations employing anterior 
choroidal occlusion, chemopallidectomy — and 
chemothalmectomy for paralysis agitans were 
that the artery occlusion was somewhat more ef- 
fective than the other procedures in permanent- 
ly relieving tremor and rigidity, but that palli- 
dectomy and thalamectomy are capable of re- 
lieving tremor and rigidity in 80% of cases. The 
most useful single lesion for relief of both trem- 
or and rigidity was the thalamic lesion. Schwab 
and England(26) in a cautious evaluation of a 
group of 50 cases supplied by them and opera- 
ted either by Dr. Cooper at St. Barnabas Hospi- 
tal or by Dr. William Sweet and Associates at 
Massachusetts General Hospital concluded that 
successful surgical intervention is far more im- 
pressive than any medical degree of improve- 
ment. Their conclusions were restricted by their 
opinion that patients over 60 years of age were 
uncertain risks and that the operation should be 
limited to strictly unilateral cases in good health 
with no evidence of generalized brain impair- 
ment. Modifying somewhat, they recognized 
that the procedures should not be delayed until 
late in the disease with total incapacitation, but 
should be considered early in the disease when 
the results would be more gratifying and the 
risks small. 

Experience has been gathered in a small se- 
ries of dyskinesias treated by the authors with 
chemical interference of the globus pallidus or 
thalamus. Nine cases of parlysis agitans and a 
single case of unilateral athetosis have been so 
treated. Of the nine cases of Parkinson’s disease, 
four had essentially unilateral involvement. All 
of these were benefited by a contralateral proce- 
dure in that tremor and rigidity were reduced. 
Two cases with bilateral involvement may be 
considered as improved after bilateral proce- 
dures. The initial operation on still another in- 
dividual with bilateral involvement had been 
performed elsewhere with improvement, and the 
contralateral procedure performed here contrib- 
uted to improvement in those extremities not af- 
fected by the first procedure. There was one 
mortality in a case with bilateral involvement, 
secondary to massive intracerebral hemorrhage 
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produced by the procedure. In the paralysis agi- 
tans series, was a case with bilateral involvement 
which represented a poor selection of material 
for surgery. The initial operation did not pro- 
duce desirable improvement and a second oper- 
ation is not contemplated. It might be stated 
here that none of these patients are completely 
free of dependency on some medication. 

A single case of spontaneous unilateral atheto- 
sis in an 80 year old woman was treated with 
contralateral chemothalmectomy and the trem- 
or has not recurred during the twelve months 
period following surgery. 

Complications other than the mortality men- 
tioned have been paraphasias in two cases fol- 
lowing the placing of left sided lesions in right 
handed patients. One case cleared rapidly and 
the other, although improved, represents a major 
complication. Bronchopneumonia complicated 
the poorly selected case. 


CONCLUSIONS: 

A discussion of the dyskinesias has been given 
with particular reference to paralysis agitans. 
Surgical results of others have been cited and 
our results in a small series presented. 
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25 YEARS AGO AT ST. MARY’S 


Look what happened 25 years ago at St. Mary’s Hospital in Tucson. 


June 24, 1935 — Surgery Schedule 


2 i ntekideahiansntnedpamdnaden Dr. Meade Clyne 
IE 5 citi teenenghehwcanenmakwnee Dr. Royal Rudolph 
3. Suture Tendon of Left Hand .................... Dr. Fred Harper 
EE on Cee saw abeinhe vine Seuuie enh Dr. Victor Gore 
i re  cccatecewesiebensabecee aio Dr. C. A. Thomas 
EE is ccc nui weneneihecneeae sees 4/4 Dr. J. B. Littlefield 
7. Bone Plate with Posterior Mold on Foot ......... Dr. Mead Clyne 
I . « ccnnoae bbe Ctbhee eaten as eeeN Dr. C. A. Thomas 
ERE re erry per e Dr. Dan Mahoney 
Ds ccc éGadevechuicdeseaedeawawenen Dr. Harold Kohl 
Bl EE sta cunccboctcansesebevowdscedecue Dr. Royal Rudolph 
Fe IE ba. Sica exavescdcasuscedencencunesy Dr. George Purcell 


Statistics — Births at St. Mary’s Hospital 


June, 1935 
June, 1945 
June, 1955 


PO 44 babies were born 


78 babies were born 
194 babies were born 


B. P. Storts, M.D. 
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Surgical Treatment of Otosclerosis 
By Mobilization of Stapedial Footplate*' 


by 


Douglas W. Frerichs, M.D. 


INTRODUCTION 


\ 

8 urcIcAL advancement in treating forms of 
conductive deafness and eradication of chronic 
ear infections have been monumental during the 
past five years. The impetus for modern ear 
surgery started twenty-one years ago when Dr. 
Julius Lempert(1), developed a practical one- 
stage operation for treatment of conductive deaf- 
ness due to otosclerosis. The necessity of optical 
magnification of the surgical field, and the value 
of using high speed electrically driven burrs to 
perform this type of ear surgery, brought about 
a change in otologic surgical technique that has 
encompassed the world. Subsequent adapta- 
tions of Lempert’s methods have brought about 
many refinements in otological surgery. Opera- 
tions have been developed in the last six years, 
which offer improved hearing in people with 
tympanic membrane perforations, chronic ad- 
hesive otitis, chronic otitis media and chronic 
mastoiditis. 

Although Dr. Lempert’s fenestration operation 
has been replaced in part by direct stapedial ap- 
proach, it was through a procedure developed 
by him that popular methods of correcting hear- 
ing in otosclerosis were evolved(2). 


This article was presented at the Fourth Annual Meeting 
of the Medical Society of the United States and Mexico on De- 
cember 6, 1959 in Las Vegas, Nevada. 

#Spanish translation by Augusto Ortiz, M.D., Phoenix. 


Dr. Samuel Rosen(3), a pupil of Lempert’s, 
adapted a direct approach (devised originally 
by Lempert for tympanosympathectomy) and 
by the use of a tympano-meateal flap, a method 
of attacking the otosclerotic process at the sta- 
pedial footplate was devised. 


PATHOLOGY 


Otosclerosis is a pathological osseous abnor- 
mality which occurs in the petrous bone. Symp- 
toms are not manifested unless the osseous 
changes encroach on the footplate of the stapes, 
penetrate the cochlea, or obstruct the round win- 
dow. The common area involved that produces 
symptoms is the anterior margin of the footplate 
of the stapes. Fixation of this ossicle prevents a 
normal tympanic membrane from transmitting 
sound waves to the cochlea. Complete uncompli- 
cated fixation of the stapes usually results in a 
hearing loss of 40-50 decibels. This is consider- 
ably below the level needed to comprehend 
normal, conversational voice. 


HISTORY 


The patient with otosclerosis usually notices 
the hearing impairment between the ages of 
twenty and thirty years. A family history of deaf- 
ness in a parent or sibling is often elicited. The 
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deafness is insidious in onset and may develop 
rapidly in a few years or slowly produce symp- 
toms over a decade. A constant tinnitus is usu- 
ally present. The disease shows a predominance 
in females and pregnancy often accelerates the 
symptoms. Many patients are wearing hearing 
aids at the time of their examination and al- 
though they may profess dissatisfaction with the 
instrument, they will admit that hearing is im- 
proved by sound amplification. 


EXAMINATION 


The patient with otosclerosis is soft spoken, 
as his bone conduction is normal and he hears 
his own voice clearly. The ear drum has a nor- 
mal appearance, except in advanced cases, which 
may reveal an odd, pinkish-hue in the posterior- 
superior quadrant. This phenomenon is due to 
an increased vascularity of the otosclerotic bone 
behind the drum, and is known as “Schwartze’s 
Sign”. The drum is mobile. The eustachian tubes 
are patent when insufflated. Placing a tuning 
fork with a frequency of 512 D.V. or 1024 D.V. 
alternately beside the external auditory meatus 
and then on the mastoid process reveals that 
bone conduction is louder than air conduction 
(negative Rinne Test ). 

The disease is usually bilateral and a 256 D. V. 
tuning fork placed on the vertex of the skull re- 
fers to the ear with the greatest hearing loss. If 
the intensity of the examiner's voice is raised or 
a speaking tube is used, the patient should com- 
prehend almost all spoken words. Audiometric 
examination reveals a characteristic flat line for 
air conduction with near normal bone conduc- 
tion. X-rays ‘of the mastoids are usually nega- 
tive. A sclerotic mastoid does not contraindicate 
surgery. 

At times other tests may be necessary for se- 
lection of surgical candidates but these usually 
require special otological equipment and train- 
ing in interpretation. 


SURGICAL TECHNIQUES 


Under local anesthesia as described by Dr. 
Rosen, an incision is made in the external audi- 
tory canal, 6-8mm. lateral to the annulus tym- 
panicus. The skin and the tympanic membrane 
are reflected anteriorly as a continuous flap. 
Bony annulus is removed if necessary until the 
stapes is well exposed. Utilizing a Zeiss opera- 
ting microscope, mobilization is attempted by 
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transincudal, stapedial, or direct footplate at- 
tack. In the event that the stapes is firmly frozen 
and mobilization is difficult, methods devised by 
Goodhill(4), Fowler(5), House(6), and Shea 
(7), may be utilized. 

Chiseling around the footplate, may loosen 
the attachments. Fracture through the mid-por- 
tion of the footplate along with severing the an- 
terior crura (monopod lysis of Fowler) may be 
of value in producing mobilization. In cases of 
atrophic crura, elastic crura, or extensive foot- 
plate involvement, an ingenious method has been 
devised by Shea of connecting the incus to the 
footplate with a strut of polyethylene tubing. In 
certain cases a stapedectomy is done and a vein 
graft used to cover the oval window(7). A poly- 
ethylene strut is then connected from the incus 
to the graft. The success of surgery varies slight- 
ly with the operations, but approximately 60 per 
cent of the patients are receiving adequate gains 
in hearing. 

The Stapes Mobilization Procedure requires 
only a few days hospitalization. It is a one to two 
hour procedure and is performed under local 
anesthesia. This allows checking of the hearing 
at the time of surgery to confirm successful mo- 
bilization. The patient is returned to complete 
activity in three to four days, and the ear is 
healed completely in less than two weeks. 

Complications are uncommon but may be se- 
rious(8). Labyrinthitis, facial nerve paralysis, 
and perforation of the membrana tympani have 
been reported. The latter is the most common, 
and can easily be handled at the time of sur- 
gery by sliding the meatal skin down to close 
the perforation, or placing a small full-thickness 
graft over the perforation after denuding the 
margins of epithelium. 

The operation occasionally restores the hear- 
ing to the previous bone conduction level (max- 
imum cochlear reserve ), but most operators con- 
sider the procedure successful if a hearing level 
for air conduction of better than 30 decibels in 
the speech frequencies remains two months after 
surgery. 

Considering the mechanism of hearing loss 
due to otosclerosis, one would expect a higher 
percentage of recurrence of fixations of the 
stapes after successful mobilization. It does ap- 
pear that around 10 per cent of those who have 
passed the two month period may eventually 
re-ankylose, but revision with stapedectomy and 
vein graft or similar procedure seems to offer 
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these cases hope of permanent relief. It must be 
remembered, however, that this method of treat- 
ing otosclerosis is new, and the long term results 
may reveal a greater number of post-operative 
fixations of the stapes than is now evident. 


CASE REPORTS 


1. R.P. Forty-three-year-old female. Deafness 
for eight years. Conductive hearing loss of 40 
decibels with excellent bone conduction. Stapes 
mobilization by transincudal method of the left 
ear, June 6, 1957. Three months post operative 
hearing for air conduction in left ear in speech 
range 5 decibels below normal. Hearing has 
been maintained to date. (Fig. 1.) 
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Fig. 1. Forty-three-year-old female. Stapes Mobilization of left 
ear performed June 1957. Hearing improved well above critical 
level for conversational voice. (Case 1.) 

2. B.S. Forty-year-old male. Conductive hear- 
ing loss of 50 decibels with good bone conduc- 
tion. Stapes mobilization of right ear May 28, 
1956 with no improvement in hearing. On July 
25, 1956, a fenestration operation was performed 
on the right ear with improvement in hearing to 
25 decibels in speech range. Hearing has been 
maintained to date. 


3. H.C. Forty-six-year-old female with hearing 
loss for sixteen years. Successful fenestration of 
the left ear performed May 16, 1956 with ade- 
quate gain for hearing conversational voice. 
Stapes mobilization of right ear on March 20, 
1959. Severe vertigo following surgery with nau- 
sea and vomiting. Hospitalized for ten days be- 
fore able to return home. Hearing gain was ini- 
tially good, but symptoms of labyrinthitis per- 
sisted for almost six weeks after surgery. Recent 
audio reveals hearing below pre-operative level 
for both air and bone conduction. 
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4. B.P. Sixteen-year-old white female with 
hearing loss starting at eight years of age, and 
gradually increasing in severity until the time 
of surgery. Father had proven otosclerosis. 
Stapes mobilization performed June 30, 1958 
with adequate gain in hearing which has re- 
mained satisfactory to date. 


5. V.C. Fifty-two-year-old white male with 
hearing loss for twelve years associated with tin- 
nitus. Family history of deafness. Has worn a 
hearing aid for six years but is dissatisfied with 
results, although he does hear better with aid. 
Bilateral hearing loss of conductive type with 
good air-bone averages 40 decibels in both ears. 
Stapes mobilization of right ear was attempted 
September 22, 1959, but due to firm fixation of 
footplate and elastic crura, intact mobilization 
of the stapes was impossible. The crura and head 
of the stapes were removed, and the footplate 
mobilized. A polythylene strut of No. 90 tubing 
was inserted between the incus and the stapedial 
footplate. Hearing has remained excellent two 
months post-operatively. (Fig. 2. ) 
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Fig. 2. Fifty-two-year-old male. Partial stapedectomy with 
polyethylene strut inserted between incus and mobilized foot- 
plate. (Case 5.) 

6. A.B. Thirty-two-year-old male with a hear- 
ing loss of eleven years duration associated with 
tinnitus. Stapes mobilization performed on right 
ear on August 14, 1956. No improvement in hear- 
ing noted post operatively. No deterioration. 
One year later, hearing at pre-operative level. 


7. C.Z. Sixty-one-year-old male with hearing 
loss of 75 decibels in speech range in both ears. 
Unsuccessful stapes mobilization attempted 
elsewhere on right ear. Left ear operated on Au- 
gust 13, 1958 and four months later hearing level 
of 35 decibels was present in left ear. Patient 
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only rarely uses his hearing aid, which works 
much better than before surgery. He usually can 
understand average conversational voice without 
a hearing aid. (Fig. 3.) 
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Fig. 3. Unsatisfactory hearing 
hearing aid. 
moderately well unaided. Excellent hearing with same 
aid turned to lowest amplification (Case 7.) 


Sixty-one-year-old male. 


hearing 


SUMMARY 


Patients with deafness due to otosclerosis can 
be improved by a number of surgical procedures, 
which are selected depending on the degree of 
the pathology present. By submitting to this 
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type of surgery, the patient has a fair chance of 
gaining a great improvement in hearing. If the 
surgery is unsuccessful, and the bone conduction 
remains normal, the patient can resort to a hear- 
ing aid, or may have a good chance of improve- 
ment by means of fenestration surgery. The com- 
plications of surgery for otosclerosis are mini- 
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mal, but occasionally serious. 


Fig. 4 
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Fig. 4. Results of sixty-four cases operated on from 1957 to 
1959. This includes routine Stapes Mobilization and polyethylenc 
strut insertion after stapedectomy. 
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WHAT ARE CHANCES OF DISCHARGE FROM A MENTAL 
HOSPITAL? 


During 1958, the resident hospital population continued to go down for the 


third straight year — a decrease of about 


7,000 patients or approximately 1%. Al- 


though the number of admissions was higher in 1958 than in 1957, the number 
of patients discharged also increased. The reasons for the decrease in the hospi- 
tal population may be attributed to new therapies and improved treatment pro- 


grams. 


Today, schizophrenic patients have a 60% chance of total or partial recovery 
provided prompt and adequate treatment is given. Forty years ago, less than 
20% recovered. In New York state, for example, 6,427 were released during 1955 
and three years later, in 1958, the number jumped to 8,970, or about a 40% in- 


crease. 


The chances of partial or total recovery from involutional psychosis and manic- 
depressive psychosis are 65% and 75% respectively. 
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De La Otoesclerosis Mediante 


La Movilizacion De La 
Base Del Estribo* 


por 


Douglas W. Frerichs, M.D. 


INTRODUCCION 


E] tratamiento quirtrgico de las varias formas 
de sorderas de conduccién y la eradicacién de 
las infecciones crénicas del oido ha progresado 
en forma muy notable en los ultimos cinco aiios. 
Cuando el doctor Julius Lempert(1) hace 
veintién anos perfecciond la operacién para 
corregir la sordera de conduccién por otoescler- 
osis en una sola etapa, se inicid una nueva usar 
en la cirugia otolégica. La necesidad de usar 
mecanismos épticos de aumento y el uso de 
barrenos de alta velocidad revolucionaron la 
técnica de esta cirugia en forma decisiva. Adapa- 
taciones subsiguientes a la técnica de Lempert 
han hecho posible la correccién de sorderas 
causadas por perforaciones del tambor, otitis 
adhesivas, otitis media y la mastoiditis crénicas. 

Aunque la operacién bdsica de fenestracién 
de Lempert ha sido hasta cierto punto re- 
emplazada por la manipulacién directa del 
estribo las técnicas modernas para corregir las 
corderas de conduccién no son mas perfeccion- 
amientos de las técnicas basicas de ese gran 
maestro. (2) 

El doctor Samuel Rosen(3), discipulo de 





®*Zste trabajo fue presentado en la cuarta Asamblea Anual de 
In Asociation Medica de los Estados Unidos y Mexico el dia 6 
de Ciciembre de 1959 en Las Vegas, Nevada. 


Lempert, adapté una de las técnicas que se usa- 
ban originalmente para hacer la timpanosim- 
patectomia. Mediante el uso de un colgajo 
timpano-meatal se perfeccionéd un método para 
corregir el proceso otoesclerético en la base del 
estribo. 
PATOLOGIA 

La otoesclerosis es una anormalidad patoldégica 
ésea que ocurre en el hueso petroso. Los sin- 
tomas no se manifiestan a menos que los cambios 
éseos invadan la base del estribo, la céclea, o la 
ventana redonda. Por lo general los sintomas se 
manifiestan cuando le proceso patolégico penetra 
el margen anterior del pie del estribo. Al fijarse 
este huesecilo se obstruye la trasmisién de la 
vibracién del timpano a la céclea. Cuando el 
estribo se fija en forma firme la pérdida auditiva 
puede alcanzar hasta unos 40 o 50 decibels. Esta 
pérdida es suficiente para que se dificulte el 
entendimiento de la voz en el volumen de 
conversacion. 


HISTORIAL CLINICO 
Generalmente el paciente nota la dificultad 
entre los 20 y los 30 afios de edad. A menudo 
se descubre que uno de padres o algin hermano 
padece del mismo mal. La sordera comienza en 
forma insidiosa y puede desarrollarse con rapidez 
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en dos o tres afios, o en forma paulatina en el 
transcurso de una década. La enfermedad pre- 
domina en la mujer y el embarazo a menudo 
acelera los sintomas. Muchos enfermos usan 
aparatos auxiliares auditivos al examinarse y 
auque algunos muestren disgusto con el in- 
strumento la mayoria concede que el aumento 
del sonido mejora en forma notable su _per- 
cepcion auditiva. 


EXAMEN 

E] paciente con otoesclerosis habla en tonos 
moderados porque su conduccién sea es normal 
y escucha su propia voz sin dificultad. E] tam- 
bor tiene aspecto normal salvo en casos avanza- 
dos en los que se nota un aspecto rosado anor- 
mal en el cuadrante postero-superior. Este fend- 
meno se conoce como el signo de Schwartze y 
se debe al aumento en la vascuaridad del huese- 
cillo otoeclerético destras del tambor. E] tim- 
pano se mueve libremente y las trompas de Eus- 
taquio no se encuentran tapadas. La prueba de 
Rinne es negativa. (Al colocar un diapasén de 
frecuencias de 512 a 1024 alternando entre el 
meato y el proceso mastdéideo se nota que la con- 
duccién ésea es mejor que la conduccién por 
aire.) La enfermedad es generamente bilateral y 
al colocar un diapasén de 256 ciclos en la béve- 
da del craneo el sonido se refiere hacia el dido 
con la mayor pérdida auditiva. Si el examinante 
aumenta el volumen de su voz o si se usa algun 
instrumento alto-parlante el enfermo probable- 
mente comprenda todo lo que se le dice. La 
curva audiométrica demuestra una linea recta 
horizontal para la conduccién por aire mientras 
que la grafica de la conduccién ésea es casi nor- 
mal. Las radiografids de los procesos mastdéideos 
son generalmente negativas pero un mastdideo 
otoesclerético no contraindica la cirugia. 

A veces es necesario hacer otras pruebas para 
seleccionar los candidatos para cirugia, pero esas 
pruebas adicionales requieren equipo otolégico 
especial y personal técnico entrenado para inter- 
pretar los resultados. 


TECNICAS OPERATORIAS 

De acuerdo con la técnica del doctor Rosen se 
hace una incisién en el conducto auditivo exter- 
no entre 6 y 8 mm. en relacién lateral al anillo 
del timpano, bajo anestesia local. La piel y la 
membrana timpanica se reflejan anteriormente 
en una sola pieza. Si es necesario se extrae el 
anillo é6seo hasta exponer debidamente el estri- 
bo. Luego se hace un intento de movilizar el es- 
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tribo sacudiendo ligeramente el yunque o el 
mismo estribo en su base. Dado el caso que el 
huescillo esté tan firmemente adherido que se 
dificulte su movilizacioi en esta forma, entonces 
se puede recurrir a los métodos de Goodhill(4), 
Fowler,(5), House(6) y Shea(7). A veces se 
necesita cincelar alrededor de la base del huece- 
cillo a fin de debilitar sus asimientos. E] método 
de Fowler de fracturar la base del estribo y cor- 
tar su extremo anterior es necesario de vez en 
cuando. En casos de atrofia o de elasticidad de 
los extremos del estribo se puede utilizar el mé- 
todo ingenioso de Shea por el cual se conecta el 
yunque al pie del estribo mediante una abraza- 
dera de polietileno. En otros casos se hace una 
estapedectomia, se cubre la ventana ovalada con 
un injerto de vena y el injerto se conecta al yun- 
que con una abrazadera de polietileno. 

E] éxito de la cirugia depende hasta cierto 
punto de la operacién que se haga, pero aproxi- 
madamente un 60% de los pacientes operados 
tienan mejoramiento en la condicién. 


La movilizacién del estribo requiere solo unos 
dias de hospitalizacién. La operacién completa 
se hace con anestesia local y toma de una a dos 
horas incluyendo el tiempo que se usa para com- 
probar los resultados. E] paciente puede regresar 
a su trabajo en un plazo de 3 a 4 dias y el oido 
sana completamente en menos de dos semanas. 

Las complicaciones son raras pero cuando 
ocurren suelen ser serias.(8). Entre otras puede 
ocurrir la laberintitis, la paralisis del nervio fa- 
cial y, la mas coriente de todas, la perforacién de 
la membrana timpani. Esta ultima complicacién 
se puede corregir facilmente durante la operaci- 
on deslizando el revestimiento cuticular del 
meato hasta tapar la perforacién, o mediante un 
injerto de espesor completo (full-thickness 
graft) colocado sobre la perforacién después de 
extraer los margenes del epitelio. 

Esta operacién a veces devuelve al oido el 
nivel previo de conduccién ésea (reserva coclear 
maxima) pero la mayoria de los cirujanos con- 
sideran la operacién como un éxito si se le de- 
vuelve al enfermo un nivel auditivo de conduc- 
cién por aire de unos 30 decibels en las frecuen- 
cias de voz al cabo de dos meses después de la 
cirugia. 

Dado el mecanismo causante de la deficiencia 
auditiva por otoesclerosis se anticiparia un por- 
centaje mayor de repeticién del mal despues de 
la operacién. Alrededor de un 10% de los en- 
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fermos tienen repeticién de los sintomas al ter- 
minar el plazo de dos meses. En estos casos una 
revision de la operacién con estapedectomia y 
con injerto de vena produce mejora permanente. 
Sin embargo, hay que tener en cuenta que este 
campo es relativamente nuevo y que se necesita 
tiempo para hacer una evaluacién imparcial y 
justa de los resultados permanentes. 


CASOS CLINICOS 


1—R.P. Mujer de 43 afios de edad. Sordera de 
ocho anos. Pérdida de audicién de conduccién 
de 40 decibels con conduccién dsea excelente. 
Se le hizo la movilizacién por manipulacién del 
yunque el 6 de junio de 1957. Tres meses des- 
pués de la operacién la conduccién por aire en 
el oido izquierdo dentro de las frecuencias de 
conversacién es de solo 5 decibels bajo normal. 
Hasta la fecha el resultado no ha cambiado. 
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Fig. 1. Mujer de 43 anos de edad. Movilizacion del estribo 
en junio de 1957. El nivel auditivo aumento sobre el nivel critico 
en las frecuencias de conversacion. (Caso 1.) 


2—B.S. Hombre de cuarenta anos de edad. Pér- 
dida de audicién conductiva de 50 decibels con 
buena conduccién osea. Se le hizo la moviliza- 
cién del estribo del oido derecho el 28 de mayo 
de 1956 sin mejora notable. El 25 de julio de 
1956 se le hizo la fenestracién con mejora de 
hasta 25 decibels en las frecuencias de conver- 
sacion. Hasta la fecha ha mantenido la mejora. 


3—H.C. Mujer de 46 afios de edad con pérdida 
auditiva por espacio de 16 aos. El dia 16 de 
mayo de 1956 se le hizo la fenestracién del oido 
izquierdo mejorando su condicion al punto don- 
de puede oir la conversacion sin dificultad. La 
movilizacién del estribo se le hizo el 20 de mar- 
zo de 1959. En el post-operatorio sufrié nauseas, 
vomitos y vértigo. Se hospitalizo por diez dias. 
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El] mejoramiento en un pricipio fué satisfacorio 
pero los sintomas de laberintitis perisistieron por 
sies semanas después de la cirugia. Los audio- 
gramas mas recientes demuestran pérdida audi- 
tiva en conduccién por aire y ésea hasta niveles 
mas bajos atin que los pre-operatorios. 

4—B.P. Jovencita de 16 afios de edad con pér- 
dida auditiva desde la edad de ocho aiios, em- 
peorando progresivamente hasta la fecha de cir- 
ugia. El padre de la paciente sufria la otoesclero- 
sis. Se le hizo la movilizacién del estribo el 30 
de junio de 1958 con buenos resultados y hasta 
la fecha no ha habido desmejora. 

5—V.C. Hombre de 52 afios de edad con sor- 
dera de 12 afios y con tinito. Historia de sordera 
en la familia. Ha usado un aparato auxiliar au- 
ditivo por 6 afios pero nunca se sintié satisfecho 
con el resultado, aunque si concede que oye me- 
jor con el aparato. Tenia pérdida bilateral de 
tipo conductivo con buena conduccién por aire, 
promediando unos 40 decibels en cada oido. Se 
intenté hacerle la movilizacién del oido derecho 
el 22 de noviembre de 1959 pero no se le pudo 
hacer una movilizacién intacta por motivo de 
estar los extremos elasticos y el huesecillo muy 
fijos. Se extrajeron los extremos y la cabeza del 
huesecillo y se movilizé la base. Una abrazadera 
de polietileno de calibre 90 se colocé entre el 
yunque y la base del estribo. El resultado ha 
sido excelente hasta dos meses después de a op- 
eracion (Fig. 2.) 
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Fig. 2. Hombre de 52 anos de edad. Estapedectomia parcial 
con abrazed«ra de polietileno colocada entre el yunque y la 
base moviliza 


6—A.B. Hombre de 32 aiios de edad con sor- 
dera de 11 afios y con tinito. Se le hizo la movili- 
zacion del estribo derecho el 14 de agosto de 
1956. No se noté mejoria post-operatoria pero 
tampoco se noté pérdida. Un afio mas tarde el 
oido ha vuelto al nivel de audicién preopera- 
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toro. 

7—C.Z. Hombre de 61 aifios de edad con pér- 
dida auditiva de 75 decibels en las frecuencias 
de conversacién en ambos oidos. Se le hizo una 
movilizacién anteriormente en el oido derecho 
sin mejora alguna. El 13 de agosto de 1958 le 
operamos el oido izquierdo y 4 meses mas tarde 
mantenia un nivel auditivo de 35 decibels en 
este oido. El paciente usa el aparato auditivo 
auxiliar en muy raras ocasiones puesto que él 
ove bien en las frecuencias de conversacién. 
Naturalmente el aparato le ayuda mucho mas 
que antes de la cirugia. (Fig. 3) 
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Fig. 3. Hombre de 61 anos. 


Nivel auditivo deficiente con el 
uso del aparato auxiliar, Despues de la movilizacion del estribo 
oye la voz de conversacion bastante bien sin el uso del instru- 
mento. Con el aparato auxiliar tiene nivel auditivo excelente 
aun en las amplificaciones mas bajas. 
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RESUMEN 

I a sordera causada por otoesclerosis se puede 
mejorar con varios procedimientos quirtricos. 
La operaciém indicada en cada caso depende del 
grado de patologia que se encuentre. Con esta 
operacién el enfermo puede mejorar su oido en 
forma notable. Si los resultados de la operacién 
no son buenos y la conduccién ésea permanece 
normal el enfermo puede hacer uso del aparato 
auxiliar auditivo, o en ultimo caso puede some- 
terse a la operacién de fenestracién. Las compli- 
caciones de esta cirugia son minimas aunque de 
vez en cuando pueden ser serias. 


4 
RESULTADOS 
SATISFACTORIOS ...........:cceceuee 35 Casos 
(30 o mas decibels) 
"ll 29 
TOTAL DE CASOS .........ceesceeeee 64 


Fig. 4. Los resultados de 64 casos operados entre 1957 y 
1959. Este grupo incuye la movilizacion del estribo y el uso de 
abrazaderas de polietileno desp de la 
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RISE IN TEEN-AGE VD POSES NEW CHALLENGE 


The increase of venereal disease among teen-agers in many parts of the coun- 
try has posed a new challenge to the nation’s public health authorities. Details 
on the nature of the new hazard, its causes, and what is being done to meet it 
are contained in a new 25-cent pamphlet VENEREAL DISEASE, OLD 
PLAGUE — NEW CHALLENGE by T. Lefoy Richman, Associate Executive 
Director of the American Social Health Association, published by the Public Af- 
fairs Committee, 22 East 38th Street, New York. 

Mr. Richman declares that “the teen-ager has come more prominently into the 
special VD problem group; sexual behavior is becoming more casual among 
many groups; and that the prostitute is being widely displaced as a spreader of 
venereal disease.” 

“Once essentially medical, the VD control effort now gives increased weight 
to education,” he continues — pointing out that “there has emerged a new health 
profession, requiring specialized skills and aptitudes — VD Investigation.” 

The annual VD-infected population in the United States under 20 years of age 
is estimated at 200,000. But of these fewer than 50,000 are reported in any one 
year. 
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Rapid peak attainment — for early control — 
KYNEX® Sulfamethoxypyridazine reaches peak 
plasma levels in 1 to 2 hours'” . . . or approximately 
one-half the time of other once-a-day sulfas.? Unin- 
terrupted control is then sustained over 24 hours with 
the single daily dose . . . through slow excretion with- 
out renal alteration. 


High free levels — for dependable control — 
More efficient absorption delivers a higher percentage 
of sulfamethoxypyridazine — averaging 20 per cent 
greater at respective peaks than glucuronide-conver- 
sion sulfas.” Of the total circulating levels, 95 per cent 
remains in the fully active, unconjugated form even 
after 24 hours. 
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Extremely low toxicity* ... only 2.7 per cent 
incidence in recommended dosage — Typical of 
KYNEX relative safety, toxicity studies’ in 223 
patients showed TOTAL side effects (both subjective 
and objective) in only six cases, all temporary and 
rapidly reversed. Another evaluation‘ in 110 patients 
confirmed the near-absence of reactions when given 
at the recommended dosage. High solubility of bot! 
free and conjugated product® obviates renal comp!- 
cations. No crystalluria has been reported. 


Successful against these organisms: strepto- 
cocci, staphylococci, E. coli, A. aerogenes, paracolo: 
bacillus, Gram-negative rods, pneumococci, diphth«- 
roids, Gram-positive cocci and others. 
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»nce-a-day sulfa... 


NOTE: Investigators note a tendency of some patients to 
misinterpret dosage instructions and take KYNEX on the 
familiar q.i.d. schedule. Since one KYNEX tablet is equiva- 
lent to eight to twelve tablets of other sulfas, even mod- 
erate overdosage may produce side effects. Thus, the 
single dose schedule must be stressed to the patient. 


KYNEX Tablets, 0.5 Gm., bottles of 24 and 100. Dosage: 
Adults, 0.5 Gm. (1 tablet) daily, following an initial first 
day dose of 1 Gm. (2 tablets). 


KYNEX Acetyl Pediatric Suspension, cherry-flavored, 250 
mg. sulfamethoxypyridazine activity per teaspoonful (5 cc.). 
Bottles of 4 and 16 fl. oz. Recommended Dosage: Children 
under 80 Ibs.: 1 teaspoonful (250 mg.) for each 20 Ib. body 
weight, the first day, and 4 teaspoonful per 20 Ib. per day 
thereafter. For children 80 Ibs. and over: 4 teaspoonfuls 
(1.0 Gm.) initially and 2 teaspoonfuls daily thereafter. Give 
immediately after a meal. 


Sulfamethoxypyridazine Lederle 


NEW—for acute G.U. infection AZO-KYNEX® Phenylazodiaminopyridine HC!— Sulfa- 
methoxypyridazine Tablets, contains 125 mg. KYNEX in the shell with 150 mg. 
phenylazodiaminopyridine HC! in the core. Dosage: 2 tablets q.i.d. the first day; 
1 tablet q.i.d. thereafter. 
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Beta Radiation Hazard 


by 


Edward L. Alpen, Ph.D. 


W nar is the nature of the radiation hazard 
from beta rays and what are the requirements 
which must be established to instrumentally as- 
sess this hazard? First, let us discuss the nature 
of the hazard and then from this we can formu- 
late a requirement which must be set forth for 
instrumentation. 

Experimental work at NRDL, and at other 
laboratories, has now clearly established that it 
is necessary to consider radiological damage to 
skin as a separate entity divorced from the deep 
effects of more penetrating radiation. The acute 
lesion is one associated primarily with the ac- 
tively dividing tissue at the base of the epider- 
mis. This layer, the stratum germinativum, is the 
only actively dividing tissue in skin. Of course, 
hair must be considered as a separate organ in 
these discussions, as radiation effects on hair are 
directed, as the result of radiation damage to the 
hair follicle. But, considering only the skin for 
the moment, it follows that only radiation energy 
deposited in the stratum germinativum is ef- 
fective in producing acute damage. This infor- 
mation provides for us the necessary criteria for 
detector design. If the absorbing characteristics 
of thé thamBer window is made equivalent to 
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the overlying tissue above the important basal 
layer, and if the chamber depth is shallow 
enough so that it stimulates the basal layer, the 
system is energy independent and detects only 
biologically significant radiation. An absorber of 
7-10 mg/cm’ and a chamber depth of 1-2 cm 
adequately satisfies these requirements. 

Having indicated the technique whereby 
measurement is accomplished, it is necessary to 
outline the useful application of this data. Is a 
casualty to be expected from this exposure? The 
time of appearance, the severity of the lesion, 
and the numbers of individuals involved must 
be determined. Taking the latter problem first, 
it is so difficult to establish the fraction of ex- 
posed people that will develop lesions that a 
simplified approach must be used. As in deep 
organ effects, the dose-percent effect curve is 
so steep that one eventually admits that a step- 
function relationship must be assumed. That is 
to say, any group of people whose exposure ex- 
ceeds some established value must be assumed 
to uniformly respond as predicted. The accom- 
panying table outlines proposed values for these 
pre-set levels. 

The latent time for development of the lesion 
has been demonstrated to be fairly independent 
of dose over very wide ranges. For example, it 
is safe to assume that skin breakdown will occur 
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ACUTE EFFECTS OF IONIZING RADIATION ON SKIN 


Effect 
No acute effects. 
Moderate early erythema. 


Early erythema under 24 hours. Skin breakdown in 2 


weeks. 


Severe erythema in 24 hours. Severe skin breakdown in 


1-2 weeks. 


Estimated Dose 
Required (EDR) 
in 1 week 

0-600 rad 
600-2000 rad 
2000-4000 rad 


4000-10,000 rad 


' Severe erythema in 4 hours. Severe skin breakdown in 10,000-30,000 rad 


1-2 weeks. 


Immediate skin blistering (less than 1 day). 


in 14-20 days after any exposure in excess of 
the indicated threshold and less than 10,000- 
15,000 rad. At exposures in excess of this the 
time may be as short as one week, and when 
the exposures reaches 50,000 rad and up, an 
obviously highly unlikely event, prompt damage 
will be seen. 

Other Considerations: 

Systemic effects. We have verified our earlier 
reported observations that generalized systemic 
response to beta radiation is directly related to 
the area of skin damaged rather than the ex- 
posure dose. Even over as wide a range as 5000 
rad to 100,000 rad mortality from exposure of 
30 percent of the body area is not significantly 
different. Generally the cause of death is, as 
might be expected, infection and severe dehy- 
dration. The lesions are painful and do not form 
eschars as do thermal burns. 

Recovery and Fractationation: 

We have evaluated the ability of skin to toler- 
ate repeated exposures to beta rays and have 
verified and extended the observations of Quim- 
by and others that recovery rates are extremely 
fast. In rat skin 400 rad on alternate days is 
tolerated without skin breakdown for total ex- 
posures as high as 12,000 rad. 

Late Effects: 

Irradiation of skin is certain to lead to serious 
late consequences in terms of tumor formation. 
In rat skin, high rates of tumor incidence with‘n 
a year, both malignant and otherwise, is the 
result of exposure to only 600 rad. The tumors 
are multiple and recur after removal. It is in- 
teresting to observe that fractionation of the dose 
increases tumor incidence and decreases skin 
breakdown. This apparently is no more than a 
proof of the obvious fact that dead skin cannot 
produce tumors. 

Can we summarize the operational importance 


30,000-100,000 rad 


of beta ray hazards? Yes, at least we can support 
with experimental observations the following 
statements: 

A. Beta radiation is not a serious threat to 
survival and area of involvement is important 
parameter. Normal medical and surgical tech- 
niques would adequately manage these people. 

B. Recovery rates are very fast and repeated 
exposures will probably be allowable on a low 
risk basis. 

C. Late effects bear careful examination, but 
available human data would not seem to be 
totally in support of the animal data. The prob- 
able difference lies in the time required for 
tumor development after exposure. 

When is measurement of beta dose-rate neces- 
sary? 

The problem will be one of local exposure of 
important regions of the body with concomitant 
regional or functional incapacitation. Exposures 
will be important under three conditions: 

1. One of restricted field geometry where 
gamma contribution is reduced. 

2. Handling or operating contaminated ve- 
hicles or materials. 

3. Removal of large contaminated objects from 
generally contaminated areas. 

It must be remembered that it is possible to 
develop a very valuable guideline for personnel 
and equipment decontamination if it is remem- 
bered that there is no practical advantage in 
reducing skin dose from local or surface con- 
tamination below the point where the contribu- 
tion to skin dose from the removable material 
is significantly less than that which is being re- 
ceived from the general environmental area, both 
beta and gamma. Basic to this remark is the 
generalization that gamma cancellation is not a 
necessary requirement in a beta survey mete 
which is designed for hazard control. 
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Medical Practice A Century Ago 


An Address by 


W. D. Snively, Jr., M.D. 


(Vice President and Medical Director 
Mead Johnson and Company 


Evansville, Indiana) 


iy certainly is a pleasure to address the Ari- 
zona State Academy of General Practice and to 
bring you the greetings of the Indiana State 
Academy, of which I happen to be the Chairman 
of the Scientific Exhibits Committee. 

Some years ago a white explorer was conduct- 
ing a safari in darkest Africa, and for four days 
he had driven his native bearers unmercifully. 
They covered perhaps twice as much mileage 
as usual on such a trip. But on the fifth day he 
got up all ready to go early in the morning, and 
the natives were all squatting on their haunches, 
and they refused to move. Well, he berated them 
and urged them but to no avail. And finally the 
leader spoke up and he said, “My men say that 
for the last four days they have traveled so rap- 
idly and so far that they have left their souls 
behind. They are just going to sit here and wait 
until their souls catch up to their bodies.” 

Well, I think that frequently many of us, and 
particularly busy family physicians, would do 
well if they would pause a little bit and let their 
souls catch up with their bodies. And I also 
thing it’s not a bad idea if we pause once in a 
while and let our history catch up with us, take 
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a look at what has gone before in the field of 
history to see where we've been. Frequently 
if we do this we are much happier with our lot 
than we would otherwise have been. 


Now I'm going to talk about medicine during 
the nineteenth century. 

For many of us, mention of the colorful nine- 
teenth century, the years from 1800 to 1900, 
brings forth visions of heartwarming Currier and 
Ives scenes — “Home to Thanksgiving,” “A Home 
in the Country,” “Skating in Central Park,” 
scenes of hunting in the virgin forests or riding 
pell-mell across the broad prairies. It recalls win- 
tertime scenes of drifting snow, sleigh bells, and 
groaning, festive tables. 


We are prone to forget the fear, often the hor- 
ror, that was the ever-present accompaniment 
of disease during that century. As we conjure up 
lovely pictures from the past, we choose not to 
recall the ailments, frequently fatal, that resulted 
from the primitive sanitary practices of that pe- 
riod and from the infectious disease that ravaged 
unchecked. We consign to merciful oblivion the 
awful mortality rate of newborn babies. We for- 
get that Doctor John Herdman wrote in 1807, 
“It is no less astonishing than true, that more 
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than a fourth part of the human race die in in- 
fancy — in their first year.” During that century 
and during the uncounted centuries that pre- 
ceded it, disease enjoyed a heyday. 

The disease picture in the United States was 
strikingly different from what we see today. 
Ague and abscesses, buboes and blackwater fe- 
ver, scrofula, scurvy and the strangling diphtheria 
daily confronted the doctor who practiced med- 
icine during the 1800's. Diarrhea was so com- 
mon that it was almost regarded as a normal 
event. It was called “summer complaint.” Pneu- 
monia was quite correctly regarded as the ter- 
rible “Captain of the Men of Death.” Surgery 
was primitive in its techniques, savage in the 
agony it produced, and accompanied by an awe- 
some mortality rate. 

Nineteenth century physicians possessed a 
woefully inadequate fund of knowledge; their 
medicines were still more inadequate. Many of 
the doctors of that period were men of great 
learning for that day — men of high intelligence, 
of incredible devotion. Perhaps to most of them 
“death was lighter than a feather and duty heav- 
ier than a mountain.” Yet their devoted efforts 
were in part futile, since the number of agents 
effective in treating disease was so small. Ant!- 
infective drugs, anesthetics, sedatives, psycho- 
therapeutic agents, vitamins, nutritional prod- 
ucts, hormones, enzymes, analgesics, were either 
entirely lacking, dangerous or ineffective. The 
great gifts of the research programs of the phar- 
maceutical companies did not begin to arrive in 
numbers until well past the turn of the twentieth 
century. 

In order to orient you in the medical scene of 
the nineteenth century, let us take a look at the 
practice of medicine a little past the middle of 
that century. When one desires to obtain an ac- 
curate living picture of the past, he will be 
helped greatly if he can somehow view that pe- 
riod from its own frame of reference in time. 
Hence, I am asking you to place yourself square- 
ly in another man’s boots — the boots of John B. 
Weever, who in the year 1858 had reached the 
ripe age of 22 years and was about to begin the 
practice of medicine in the Evansville area. John 
was the son of a physician, Doctor Charles S. 
Weever, who had served a preceptorship under 
another early Evansville physician, Doctor Wil- 
liam Trafton. John received a preliminary edu- 
cation, and in 1855 began the study of medicine 
in his father’s office. Later he continued his 
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studies under the direction of the famous Doctor 
Samuel D. Gross. He entered the Jefferson Medi- 
cal College in Philadelphia and was graduated 
in 1858. He took the long course, the four-month 
winter course. Then he returned to the Evans- 
ville area. 

As John began practice in the year of our 
Lord 1858, it was just thirty-nine years since 
Doctor William Hornby, Jr., completed a long 
journey from the East and unpacked his saddle- 
bags in the little town of Evansville. He pro- 
ceeded to set up a pioneer practice nearby. Al- 
though he was handicapped by a limited medi- 
cal education, he answered the calls of the af- 
flicted and gave them the benefit of his medical 
knowledge and skill. His life was a hard one. 
Roads were poor or non-existent. Bridges were 
almost unknown. During high water, the streams 
had to be crossed in dugouts. Since the nearest 
drugstore was in Louisville, 125 miles away, 
Doctor Hornby carried his meager supply of 
remedies in his little black bag. He was busy 
from the start. There was no problem of building 
a practice! As William Faux wrote in his diary 
in 1819, “Many are dying in Evansville of a bil- 
ious disorder.” Perhaps it was the hard life of 
the frontier doctor that caused the early death 
of Doctor Hornby in 1832. 


The first Medical Society was founded in 
Evansville in 1845. The Society had a code of 
ethics which prescribed twenty rules for the 
guidance of physicians. One of them read, “It is 
the duty of every medical practitioner to treat 
his patients with steadiness, tenderness and hu- 
manity and to make due allowances for that 
mental weakness, which usually accompanies 
bodily disease. Secrecy and delicacy should be 
observed . . .” The seventh rule read, “Physicians 
should not visit their patients too frequently, lest 
seeing them oftener than necessary might pro- 
duce unsteadiness in the treatment.” 

A number of rules dealt with the etiquette of 
consultation. The twentieth rule admonished, 
“Medical men should “Remember the Sabbath 
day, to keep it holy;’ and visits should, as far as 
consistent with professional engagements, be 
made either before, or after public worship, or 
during its intervals.” The regulations concluded 
with a Scale of Medical Charges, most of which 
consisted of surgical operations, many of them 
major and all of them performed without bene- 
fit of anesthesia. 

The Evansville Medical College was organized 
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in 1846. It continued its operations for ten years. 
In those days medical colleges were very differ- 
ent from what they are today. The instructors 
were always practicing physicians. Since they 
were usually busy, one can imagine that stu- 
dents frequently were forced to wait for the ar- 
rival of their instructor. Many of the early lec- 
ture rooms were amphitheaters with steep rising 
ledges on which were placed. chairs for the stu- 
dents. There is reason to believe that students 
annoyed with late arriving professors sometimes 
became infuriated. In one such amphitheater, 
at ten minutes past the time appointed for a lec- 
ture, the students rose in a body and hurled 
their chairs down into the central pit. 

Another fascinating but gruesome aspect of 
medical colleges of the early days was the prob- 
lem of obtaining cadavers for dissecting. There 
was no provision for students to obtain cadavers 
legally, so they had to resort to grave robbing, 
or somewhat more euphemistically, body snatch- 
ing. The practice of body snatching is well sum- 
marized by an epitaph which appeared on a 
gravestone in the East: 


“The body snatchers, they have come and 
made a snatch at me. 

It’s very hard — them kind of men won't 
let a body be. 

Don’t come to weep upon my grave and 
think that here I be, 

They haven't left an atom here of my 
anatomy.” 


The first hospital in Evansville coincided with 
the first medical school. It was built on the wa- 
terfront in 1856 at a cost of $73,000. 

John Weever was about to begin the practice 
of medicine in the year 1858. It is reasonable to 
suppose that he might well have been interested 
in the advances of the previous century even as 
we are today. From the vantage point of 1959, 
the accomplishments of the century between 
1758 and 1858 appear pitifully meager, but in 
the light of the total knowledge of medicine of 
1858, these same advances must have been quite 
impressive to John Weever. 

In 1758 the thermometer was introduced in 
clinical work. The first operation for localized 
appendicitis was performed in 1759. The first 
medical library was founded at the University 
of Pennsylvania Hospital in 1762 and in 1763 
the great Linnaeus introduced scientific termi- 
nology for disease. In 1765 the Medical Depart- 
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ment of the University of Pennsylvania was 
founded. 

Many diseases were first described during 
that century: angina pectoris, drug addiction, 
chronic alcoholism, intestinal obstruction in ba- 
bies, peritonitis, parasite diseases, whooping 
cough, nephritis, heart block, asthma, typhus, 
and typhoid fever. 

In 1770 the first medical degree was conferred 
by King’s College. The first American Pharma- 
copoeia was published in Philadelphia in 1778. 
In 1783 the professions of surgery and barbering 
were first separated in Europe. 

During this same century, John Hunter made 
fundamental discoveries concerning the circula- 
tion of the blood. Samuel Brown vaccinated 700 
people against smallpox in Lexington, Kentucky, 
in 1802. In 1804 Dalton outlined the atomic 
theory. Morphine was isolated in 1805. The 
stethoscope was perfected in 1816, and in 1825 
potassium iodide was first used as a not-too-suc- 
cessful remedy for syphilis. In 1831 chloroform 
was discovered, although its use in anesthesia 
was delayed for many years. In 1839 Schwann 
published his cellular theory. Doctor S. D. Gross 
was giving his lectures on pathology in Cincin- 
nati. 

The great Doctor Daniel Drake lived in Cin- 
cinnati about this time. He was the outstanding 
physician of Mid-America during that century. 
He was also a great historian, geographer and 
writer. We may be sure that Doctor Daniel 
Drake visited the small village of Evansville 
during his many travels. 

In 1840 Henle published his statement of the 
germ theory of communicable diseases. In that 
same year the Medical Department of Kemper 
College, the first medical school west of the 
Mississippi, was founded. In 1845 leukemia was 
first described. 

As he looked back on the medical advances 
of the previous century, John Weever had good 
justification for believing that the profession 
of medicine was a progressive one. It probably 
seemed to him at that time that perhaps there 
wasn’t too much left to be discovered. 


We are fortunate in having an early notebook 
belonging to an Evansville physician who prac- 
ticed in 1858. The book is written in a mixture 
of German and English and gives a fascinating 
picture of the diseases of those days and the 
drugs that were used to treat them. Some of the 
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therapy came amazingly close to the mark. 

Take the disease scorbutus, or scurvy. Its 
treatment is listed under five headings: Dietet- 
ics, Astringents, Temperants, Tonics and Re- 
frigerants. Under Dietetics we read, “Change of 
diet is the best: no animal salted food but acid 
fruits: citrons, lemons, oranges and green vege- 
tables: pickles, potatoes, sauercrout, salad; clean- 
liness and pure air.” In that paragraph is item- 
ized the modern treatment of scurvy. 

Under the heading of Astringents we see list- 
ed, “Mouth-washes of citric acid, of chlorate 
potash, or oximel, vinegar et water.” 

Under Temperants we see, “Acidulous drinks 
or fermented beverages: beers, cider, lemonade, 
oximelat; these are useful in the acute or hot 
scurvy.” 

Under Tonics we read, “In the chronic or cold 
scurvy: cinchona, quinine, sulphuric elixir and 
tincture of iron” are useful. 

Under Refrigerants are recommended, “Cold 
affusions or tepid ablutions, cold mouth-washes 
and shower baths.” 

Other diseases for which we find detailed 
therapy include: insolation or sun-stroke, rubeo- 
la or measles, photophobia or intolerance to 
light, dyspepsia or difficult digestion, dysmenor- 
rhea or menstrual colic, psychopathies, combus- 
tions or burns, polysarcia or adiposis, ophthal- 
mia or inflamation of the eyes, otitis or earache. 

As we go down the list of internal remedies, 
we see a surprising number that are used today: 
atropine, alcohol, ammonia, arsenic, belladonna, 
bismuth, bromine, cinchona, digitalis, ergot, io- 
dine, morphine, opium, paregoric and quinine. 
These and rhany other medicaments were used 
by the physicians of a century ago and by many 
they were probably highly regarded. This was 
not the case, however, with Oliver Wendell 
Holmes, the physician-poet. He said in 1860: 


“Excluding opium, which the Creator, 
himself, seems to prescribe, and excluding 
wine, which is a food, and excluding the 
vapors which produce the miracle of anes- 
thesia, I firmly believe that if the whole 

ymateria medica, as now used, could be sunk 
to the bottom of the sea, it would be all the 
better for mankind and all the worse for the 
fishes.” 


If medical therapy of that day could be de- 
scribed as elementary, surgery would best be 
characterized as primitive. It consisted, for the 


- 
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most part, of wound surgery and was confined 
to the surface of the body. Surgery remained 
savagely primitive until the middle half of the 
nineteenth century because of lack of knowledge 
of anatomy, lack of a method for controlling 
hemorrhage, lack of anesthetics to deaden pain 
and absence of knowledge of infection and how 
to combat it. We have in our possession a man- 
ual of surgery by Cooper and Green published 
in the year 1839, from the library of Doctor Wil- 
liam Trafton, the first Evansville physician. It 
speaks of one of the operations most frequently 
performed, that of amputation, and it says, 
“Much improved, however, as amputation has 
been, it is an operation at once terrible to bear, 
dreadful to behold and sometimes severe and 
fatal in the consequences which it itself pro- 
duces.” 


There was one disease that must have in- 
trigued an intellectual, curious person like John 
Weever. That mysterious ailment was milk sick- 
ness. Many a pioneer in Mid-America had rea- 
son to say with Abraham Lincoln’s cousin, Den- 
nis Hanks, “We war perplext by a disese cald 
milk sick,” for milk sickness was a savage, piti- 
less disease that was dreaded. It was also called 
staggers, tires, swamp sickness and trembles. It 
afflicted man and beast alike. Between the salt 
lick and the village of Evansville, the ground 
was strewn with the bleached bones of cattle 
that had perished from this illness. In 1858 it 
caused half the deaths in DuBois County, Indi- 
ana. In Pigeon Creek, Indiana, in the autumn of 
1818, it killed Nancy Hanks Lincoln (Abraham 
Lincoln’s mother) as well as his great aunt and 
uncle within a period of six weeks. In 1839 it 
killed 50 of the 500 people living in Danville, 
Indiana. What would we think of a disease that 
struck down a comparable number of people in 
Evansville today — 12,500 souls in one year? A 
nearby village, which was one of Evansville’s 
early rivals, was abandoned because of milk 
sickness. The impact that this disease had on 
the early history of Indiana is simply incalcul- 


able. 


It was suspected that milk sickness was caused 
by drinking poisoned milk or cream. Just how 
the milk or cream became poisoned was not so 
clear. The symptoms of milk sickness included 
foul breath, dizziness, muscular pains, vomiting, 
intense thirst, rapid pulse, convulsions, and un- 
consciousness. Its victims took years to get well 
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if they did not die. The only treatment which 
was really successful was the use of brandy and 
honey. 

In 1839 John Rowe, a farmer cf Fayette Coun- 
ty, Ohio, presented striking evidence that milk 
sickness was caused when cows ate white snake- 
root. Whether or not Mr. Rowe's findings were 
published in the medical journals of that day, 
we do rot know; we suspect they weren't. At 
any rate, his ideas were not recognized by phy- 
sicians. It wasn’t until 1917 that the facts were 
finally ascertained concerning milk sickness. 
Then it was established that Farmer Rowe was 
right. When cows ate white snakeroot, a strong 
poison, tremetol, was secreted into their milk. 
This poison was completely neutralized by dr’nk- 
ing beverage alcohol. The brandy and honey 
therapy of our ancestors cannot be improved 
upon today. 

But there were many other problems thit 
plagued physicians in 1858. Cholera, which first 
struck in Evansville in 1832, was still an impor- 
tant cause of death. Pneumonia was universally 
dreaded; the mortality rate was about thirty per 
cent. In 1838 more than 50 people of a popula- 
tion of about 2,000 died of pneumonia in Evans- 
ville. A highly fatal form of erysipelas visited 
the Evansville area in 1842. 

There was one thing that Doctor John Weever 
had to be thankful for. In 1858 doctors had the 
great blessing of anesthesia. Prior to 1852 anes- 
thesia was not employed, and before its discov- 
ery even simple operations turned the operating 
room into a medieval torture chamber. The use 
of opium and alcohol did little more than subdue 
the level of the pain. 

Another disease which threatened life was 
malaria. As the name indicates, it was believed 
to be caused by bad air. The little Anopheles 
mosquito was not suspected as the villain behind 
the malady. In an address given by the Honor- 
able D. B. Kumbler to a graduating class from 
one of the Evansville medical schools, he de- 
scribed an epidemic of malaria: 

“On a beautiful morning last summer, 
there came up from the South the deadly 
breath of the plague. It came from morass 
and swamp, from canebrake and cotton 
field, from village and city. 

“Many flew from their homes upon which 
Death had set his mark and many others fell 
by their own firesides, strangled and 
shocked by the poisoned air. It touched the 
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weak man and the strong. It touched the 

young man and old. It touched the low and 

the high, and they were consumed as by the 
fire of hell... 

“(The doctors) . . . went down into the 
valley and shadow of pestilence and met 
disease and death in all their horrid and 
sickening forms. Day and night they toiled 
and suffered without rest and without re- 
lief, ministering to the sick and comforting 
the dying until God shook the frosts out of 
the sky.” 

It was those selfsame frosts that stopped the 
depredations of the mosquito, although Judge 
Kumbler and the doctors of his day had no way 
of knowing that. 

Now while medicine was certainly a respected 
profession in 1858, it was almost entirely an art 
with a little science mixed in. It was the tragedy 
of medicine that continued deep into the nine- 
teenth century that too few facts were scientif- 
ically established to give a basis for effective 
treatment. Such treatment had to wait until 
much more could be discovered. The patients 
could not wait and they sickened and longed 
for physicans who could cure them and all too 
frequently they died. Patients wanted doctors 
who were sure of themselves and the doctors 
had to believe their treatments helped for their 
own happiness. The following was said about 
one of our early and respected Evansville phy- 
sicians, Doctor William Howard Trafton: 

“He had great force and positiveness of 
character . . . his professional convictions 
were absolute.” 

Few of us would want a physician in this day 
whose professional convictions were absolute. 

So self-confidence was a prime requisite for 
a successful practitioner of 1859. Woe to the 
doctor who used his eyes and his intelligence 
and saw that most of his remedies failed. Per- 
haps this was how the ponderous manner, the 
solemn dignity, the formalized behavior of the 
early physician came into being. He looked wise 
while he examined a tongue, he consulted a 
ponderous timepiece while taking the pulse — 
perhaps he pretended to be calculating. We 
should neither criticize nor ridicule the doctors 
of that day for their pompousness, for their dig- 
nity, for their provision of sympathy in lieu of 
science. All too frequently sympathy was all 
they had to offer their patients. 

Just consider those days. Hospitals were not 
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in general use. People usually went to the hos- 
pital to die. It was regarded as a “court of last 
resort” in which the sentence was usually “death 
by disease.” Death from disease was always just 
around the corner. William E. Wilson wrote in 
his charming book, The Wabash: 


“You lived with death intimately in those 
days. Young or old, you were spared none 
of its tedious and obscene drama. You sat 
with it all day, helplessly, wondering what 
it was and whence it had come. You ate with 
it only a few feet from your table. At night, 
you slept with it, hearing it fumble at the 
throat of the one you loved in the same 
room, in the same bed. You could never es- 
cape it, shut it out, or forget it for a single 
moment. You could neither glorify it nor 
pretend that it was not there. And when, at 
last, it had finished and gone, you lived on, 
in the same shameless intimacy, with what 
it left behind, until you did what you had 
to do and found yourself finally standing 
bareheaded above a mound of wet and yel- 
low earth that you had dug yourself, taking 
your leave in silence and without a ccre- 
mony.” 


We can be sure that as John Weever studied 
the accomplishments of the men of medicine for 
the previous century; as he looked about him 
and beheld the physicians of his day (conscien- 
tious members of an honorable profession, doing 
their utmost to alleviate suffering and death), 
he must have felt that the practice of medicine 
was a fine calling, indeed. 


Perhaps it-is a blessing that he could not have 
put on the mantle of prophecy and looked ahead. 
For if he could have seen the shape of things to 
come he might have been woefully dissatisfied 
with his lot. But he was not dissatisfied with his 
lot and he made the most of it. He engaged in 
the practice of medicine for well over half a 
century and before he died in 1934, he was just 
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four years short of the century mark himself. 

In these few minutes I have tried to give you 
some small inkling of what the physician of 100 
years ago had.to face and what he had to work 
with. It has been better done and in fewer words 
by Doctor James Newton Matthews, of the 
Marion County Medical Society in our own 
Hoosier State. Doctor Matthews wrete the poem, 
Ballade of the Busy Doctor, which was read 
at a banquet of his county medical so- 
ciety in the year 1888. It presents a somber but 
perceptive view of the doctor’s lot in a small 
Midwestern town during a nineteenth century 
winter. I am going to finish my lecture with th’s 
poem. 


“When winter pipes in the poplar tree, 
And soles are shod with the snow and sleet— 
When sick-room doors close noiselessly, 
And doctors hurry along the street; 
When the bleak north winds at the gables 
beat, 
And the flaky noon of the night is nigh, 
And the reveller’s laugh grows obsolete, 
When Death, white Death, is a-driving by. 


“When the cowering sinner crooks his knee 
At the cradle side, in suppliance sweet, 
And friends converse in a minor key, 
And doctors hurry along the street; 
When Croesus flies to his country seat, 
And castaways in the garrets cry, 
And in each house is a ‘shape and a sheet,’ 
Then Death, white Death, is a-driving by. 


“When the blast of the autumn blinds the bee, 
And the long rains fall on the ruined wheat, 
When a glimmer of green on the pools we see, 
And doctors hurry along the street; 
When every fellow we chance to meet 
Has a fulvous glitter in either eye, 
And a weary wobble in both his feet, 
When Death, white Death, is a-driving by. 


ENVOY 


“When farmers ride at a furious heat, 
And doctors hurry along the street, 

With grave hearts, under a scowling sky, 
Then Death, white Death, is a-driving by.” 


THE AMERICAN FOUNDATION FOR THE BLIND 


The American Foundation for the Blind awarded its Certificate of Merit to 
the Association of American Railroads and the National Bus Traffic Associa- 
tion for making it possible for blind persons to take along a sighted companion 


free of charge on most railroads and buses. 
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Abstracts from the presentation by Dr. L. Henry Garland at the Seventh 
Annual Cancer Seminar, American Cancer Society, Arizona Division, January 


22-24, 1959, Phoenix. 


[x the diagnosis of gastric tumors, radiology, 
unfortunately, is still the most useful tool. I say 
unfortunately because it is a crude weapon. Ob- 
viously, a lesion has to be about 1 cm in diame- 
ter for the average radiologist to pick it up; and 
a lesion of such size, according to my pathologic 
friends, has as many as 200,000,000 cancer cells 
in it. The lesion therefore must have been pres- 
ent for many months, if not years, before it 
reached demonstrability. 


Should all men over 45 have a stomach x-ray 
every year? Well, when this slide was made 
some years ago, the incidence of gastric cancer 
was about 17 per 100,000 per year. It has 
dropped since then. However, in persons over 
50, the prevalence was about 100 per 100,000; 


~ ®Clinical Professor of Radiology, Stanford University Medical 
School, San Francisco. 


it’s dropped now to about 55 or so per 100,000 
per annum. So you would have to x-ray this 
number over age 50 to catch this number of tu- 
mors, if you caught all of them, and were not 
that good, of course. I doubt if we’d catch more 
than half of them under the best of circum- 
stances. So you would have to x-ray, therefore, 
100,000 each year, over age 50, to catch less than 
50 tumors. Now the mortality rate of exploring 
and removing those would be something. It 
wouldn’t be 0, but it would be some modest fig- 
ure. The cure rate would be a somewhat modest 
figure. Doctor Kirklin used to say that to do a 
thorough x-ray survey job you should repeat the 
examination every three months. This would oc- 
cupy not only all of the radiologists in the United 
States, but all of the surgeons as well, doing 
radiology. 








=e 


Vol. 17, No. 8 


ARIZONA MEDICINE 


Squibb Announces 


Squibb Alpha-Ph 


Chemipen 


nicillin Potassium 


new chemically improved penicillin 
which provides the highest blood 
levels that are obtainable with oral 


penicillin 


As a pioneer and leader in penicillin therapy 
for more than a decade, Squibb is pleased 
to make Chemipen, a new .chemically im- 
proved oral penicillin, available for clinical use. 


With Chemipen it becomes possible as well as 
convenient for the physician to achieve and main- 


} 
; 


t 


tain higher blood levels—with greater speed—than \. . 


those produced with comparable therapeutic doses of 
potassium penicillin V. In fact, Chemipen is shown to 
have a 2:1 superiority in producing peak blood levels 
over potassium penicillin V.* 

Extreme solubility may contribute to the higher blood 
levels that are so notable with Chemipen.* Equally nota- 
ble is the remarkable resistance to acid decomposition 
(Chemipen is stable at 37°C. at pH 2 to pH 3), which 
in turn makes possible the convenience of oral treatment. 






therapy 


And the economy for your patients will be of 
particular interest—Chemipen costs no more 
than comparable penicillin V preparations. 
Dosage: Doses of 125 mg. (200,000 u.) or 
250 mg. (400,000 u.), t.i.d., depending on the 


is" severity of the infection. The usual precautions 


“=” must be carefully observed with Chemipen, as with 


all penicillins. Detailed information is available on 
request from the Professional Service Department. 


Supply: Chemipen Tablets of 125 mg. (200,000 u.) and 
250 mg. (400,000 u.), bottles of 24 tablets. Chemipen 
Syrup (cherry-mint flavored, nonalco- SQUIBB 
holic ), 125 mg. per 5 cc., 60 cc. bottles. 


*Knudsen, E. T., and Rolinson, G. N.: 


cmemirens ee 


Lancet 2:1105(Dec.19) 1959. sicsr%stocure. Piloness Ingredient 


Priceless Ingredient 
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A Platform for Medicine in Arizona 


Lindsay E. Beaton, M.D. 


It has been increas- 
ingly remarked, and 
with unhappy rele- 
vance, that organized 
medicine most fails 
its responsibility in 
lacking definite plans 
and policies. Its lead- 
ers have seemed rou- 
tinely to react with 
an automatic veto to 
every prospect of so- 
cial change that might 
extend the fullness of 
Lindsay E. Beaton, M.D. gun nny “4 
all economic levels. 

Only recently, with 

suggestions for the care of the aged and for the 
rehabilitation of the handicapped, have American 
physicians come up with designs of their own. 
This reluctance to dare imaginative exploration is 
a denial of the traditions of both science and of 
this country. As James R. Killian, then special 
assistant to the President for science and tech- 
nology, put it in an address to the American 
Association for the Advancement of Science, 
“We have forged ahead because we wanted 
things to change. We have wanted to look 
forward and not backward. The revolution of 
modern man — the revolution which has found 





its fullest expression here in the United States — 
lies essentially in this: it is the revolt against 
things as they are when there are ways of 
doing things better. It is a revolution against all 
the forces which hinder man in building a better 
life.” In medicine an affrmative program is 
overdue, and it must be fashicned by those in 
the profession who acknowledge the existence 
of problems and have the will to pursue solu- 
tions. To go from the professor to the journalist, 
James Reston, writing last year in the New York 
Times on the subject of national goals, neatly 
summarized the issue in a sentence as mean‘ng- 
ful for medicine as for government. “It is the 
ancient conflict, beyond partisan politics, be- 
tween the pessimists and the optimists, between 
those who want to concentrate on stopping bad 
things and those who want to concentrate on 
positive new programs, between those who still 
have the zest and audacity to pioneer and those 
who are weary and find it more comfortable to 
defend the familiar.” 

It is not presumed in this place to offer any 
final set of proposals. Rather it is intended to 
point out selected socio-medical areas in which 
Arizona doctors should develop specific stands. 
Eventually, perhaps over a matter of several 
months or a year or two, the maturation of 
such a platform would allow the public to 
know what medicine believes on the major 
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social questions that affect health and what 
plans it has for contributions to their resolution. 
This is an admittedly ambitious and exacting 
project. It is conceded first of all that time will 
be needed to set forth a coherent program to 
cover all of the situations in which medicine has 
a legitimate concern. It is acknowledged that 
there will be dispute and doubt about the extent 
to which physicians should intervene in the pub- 
lic business. And finally we will have to be alert 
against the tendency for stated positions to be- 
come dogma and to be defended by cant. In true 
scientific fashion every stand of a medical 
society should be only a working hypothesis, 
to being refined or discarded in the light of 
the best opinion of the particular time, subject 
to being refined, or discarded in the light of 
fresh facts. 

It is not known that any other state medical 
association has ever undertaken to formulate 
an integrated platform of this sort. This should 
not deter Arizona. A small state like ours can 
perhaps practically serve as a laboratory for ex- 
periment in socio-medical ideas and could even 
institute pilot studies for the instruction of the 
country as a whole. Furthermore, it seems im- 
portant that we map out our own schemes and 
not merely copy the directives that filter down 
from naticnal bodies. Not only do we have our 
own special problems, but we feel, without 
arrogance, that we are as capable as are any of 
our colleagues in other states. Present proof of 
this confident statement can be adduced in 
the “Arizona Plan” for contributions by pharma- 
cists to A.M.E.F. or the unique medico-legal 
panel of the Pima County Medical Society for 
the prehearing of malpractice claims. 

As one looks to the means by which such a 
program can be developed, first of all one hopes 
for discussion in the editorial columns of Arizona 
Medicine, which would not only clarify issues 
but would stimulate reader contribution. Beyond 
this open forum it seems most reasonable and 
most feasible to depend primarily on the com- 
mittees of the association. Various matters, to 
be mentioned below, will be referred by the 
Board of Directors to the standing committees 
for study and for recommendations as to policy 
and means of implementation. At its last meet- 
ing, the Board of Directors added another ap- 
paratus to the armamentarium with which Ari- 
zona’s physicians can attack this inquiry. In 
the belief that the Arizona Medical Association 
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is now a major corporation and should function 
with all of the tools of corporate management, 
the Board has appointed an Executive Commit- 
tee. This Executive Committee will act to dis- 
pose of routine matters for the Board and to 
develop alternative policy positions on pressing 
questions before Board meetings, and in addi- 
tion has been directed to initiate the platform 
here under discussion. It will utilize information 
and advice from our committees, and from all 
other sources. Through this procedure it is con- 
ceived that it will be possible for the Associa- 
tion to establish a consistent and impelling pro- 
gram that will explain the positions of Arizona’s 
doctors on all questions, social or scientific, that 
affect the health of the people. 


However, while the mechanism of the prepa- 
ration of a platform has been described in terms 
of committee action, obviously this is an assign- 
ment that cannot be fulfilled by committees and 
the Board alone. To be rounded and representa- 
tive the final formal program must accurately 
reflect the views of the members of this As- 
sociation. Furthermore, the specific planks will 
each be best hewn out by single individuals who 
will put their minds to expressing a policy on a 
given point, whether these be committee chair- 
men or members, editorialists in Arizona Medi- 
cine, or interested members of the Association 
with special conviction and competence. A state- 
ment by George Kennan in Daedalus in 1958 
puts our point very succinctly. “Thought is, by 
its very nature, an individual process, not a 
collective one; to be useful, thought must be 
communicated; to be communicated it must pass 
through the filter of a single mind that puts it 
into words; it cannot, therefore, be greater than 
what a single mind can comprehend and state. 
There is thus no such thing as collective judg- 
ment; there is only individual judgment, enriched 
and refined on occasion by the advice of others, 
and commanding, in certain cases, the approval 
of a wider body.” It is therefore hoped that 
many members will make known to the officers 
of the Association, to the District Directors, or 
to committee chairmen their own thoughts. They 
may wish to comment on some of the topics 
listed in this article, or they may very well wish 
to suggest others. The planning phase of this 
program has begun. There is no time like the 
present for any member to draft his own ideas 
for the guidance and sanction of his colleagues. 

There are several urgent questions for which 
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answers should be forthcoming in the fairly 
near future. Perhaps the foremost is an inquiry 
into the necessity of rewriting the Medical Prac- 
tice Act. Both evaluation and possible subse- 
quent composition of a new act would, of course, 
be carried out in concert with the State Board 
of Medical Examiners. However, the doctors of 
Arizona have a vital stake, for the profession, 
and more particularly for their patients, in a 
modern and effective Medical Practice Act that 
will secure the proper number of skilled and 
responsible practitioners to meet the needs of 
a mounting population. Other issues on which 
the physicians of this state might prepare and 
recommend legislation are the hitherto contro- 
versial ones of vivisection, milk pasteurization, 
and contraception and sterilization. 

Among affirmative undertakings that we might 
ready and propose are an Arizona plan for the 
care of medically indigent, whether aged or 
other. None of us, I think is satisfied with the 
schemes that have been offered to date. Hos- 
pitalization needs, present and particularly in 
the future, for rural areas even more than urban, 
require definitive programming. This in turn 
raises the concept of a plan for rural medicine 
as a whole in Arizona, one of the few remaining 
states in which true rural medicine is practiced. 
A schedule of hospital construction of necessity 
brings up the puzzle of relationships with 
osteopaths in open hospitals supported by gov- 
ernmental funds. It is not beyond the bounds 
of credibility that the Arizona Medical Associa- 
tion might be the first to devise the compromise 
that will allow the gradual entrance of osteo- 
pathic physicians into the discipline of scientific 
medicine, certainly one of the pressing aims of 
medicine and a quick way of providing more 
accepted and authenticated physicians for the 
country. We can, without being presumptuous, 
enter more actively into the guidance of our 
State Health Department and the opening for 
such leadership should be made now. The 
Association should also be ready to appoint 
advisory groups to the various state health 
agencies, for example the Children’s Colony at 
Randolph, where a consultant board of pedia- 
tricians, neurologists and psychiatrists is ob- 
viously called for. 

Finally, there are challenges which are of 
acute pertinence to the physician, in addition 
to their public consequence. We should be 
doing our utmost to encourage the enlistment 
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of young men and women into the profession, 
to counteract the admitted decline in the number 
and caliber of applicants for medical schools. 
The program on medical careers begun over a 
year ago by the immediate past president of 
this Association, Dr. Dermont Melick, must be 
implemented as an ongoing one. Finally, a con- 
tinuing investigation of fee schedules is manda- 
tory. The ultimate decision about fee schedules 
in our state is one that will affect us personally, 
but will also be vital to patients of limited or 
moderate means. 

As the items in such a platform are perfected 
it should not be difficult to achieve wide circu- 
lation to the membership of the Association. 
Some would require approval of the Board of 
Directors or actual ratification by the House of 
Delegates. Others would probably be formal 
statements for public education of stands to 
which there would obviously be little profes- 
sional objection, and they could be published in 
Arizona Medicine and communicated by letter 
to the component County Societies. More dif- 
ficult would be the accomplishment of the aims 
and goals of the program through lay accept- 
ance. Certainly the Association must anticipate 
sponsorship of legislation, as well as aggressive 
intercession for or against bills proposed by 
others. The Association will have to be willing 
that its spokesmen play an increasingly enter- 
prising role before the various committees of 
the legislature, in order to make clear to them 
the politices of organized medicine and the 
reasons for them. Our positions will be more 
acceptable in the public view when we have an 
affirmative program to present, of such a nature 
as to make unmistakable the fact that our of- 
ficial stands are designed for the welfare of 
the sick and not for personal and selfish gain. 


When such a platform has been proclaimed, 
the Public Relations Committee of the Associa- 
tion will have a more crucial role than it ever 
has had in the past. It will bear the burden of 
preparing releases on approved policies of the 
Association, to see that they are published in 
the popular press. The honest point would be 
made clear that we are not beating a private 
drum, but that, as the stewards of the sick and 
the guardians of the well, it is our duty to let 
our fellow citizens be fully aware of measures 
we believe essential. Press conferences, special 
publications, and talks before community groups 
could conceivably all be parts of the Public 
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Relations Committee's schedule. The Association 
will only insist that the committee provide 
candid and explicit information about medicine’s 
opinions and that it never descend to conceal- 
ment or evasion, that it never dilute or weaken 
the presentation of a purely professional medical 
program by the interpolation of political or 
economic special pleading. 

Physicians are not like politicians, who every 
four years go through the national ritual of 
preparing a platform, to which they can point 
with partisan pride and which they can then 
neglect in the following 48 months of leisure. 
When we have hammered out our platform, we 
shall expect it to be a set of purposes we can 
live by, which we will try hard to put into reality, 
and by which we hope that all our fellow citizens 
will know our devotion to the public health. 


BOARD OF DIRECTORS 
Meeting of the Board of Directors of The 


Arizona Medical Association, Inc., held Wednes- 
day, May 4, 1960, Leslie B. Smith, M.D. (Vice 
President ), Chairman, presiding. 


MEMBERSHIP CLASSIFICATIONS 
CHANGES 
Maricopa County Medical Society 

It was regularly moved and unanimously car- 
ried that the Board of Directors approve As- 
sociate membership, dues exempt, account resi- 
dency training in the field of psychiatry (for 
a term of two years commencing April, 1959), 
for Raymond A. Huger, M.D., retroactive to 
December 31, 1959. 

It was regularly moved and unanimously 
carried that the Board of Directors approve 
Associate membership, dues exempt, account 
retirement, for Hilary D. Ketcherside, M.D., 
retroactive to December 31, 1959. 

Pima County Medical Society 

It was regularly moved and unanimously 
carried that the Board of Directors approve 
Associate membership, dues exempt, account 
retirement, for George O. Hartman, M.D., retro- 
active to December 31, 1959. 

Membership Report — Dues Delinquents 

It was reported that twenty-seven (27) mem- 
bers of this Association were delinquent in the 
payment of their 1960 dues, as of April 1, 1960. 

BENEVOLENT AND LOAN FUND 
COMMITTEE 

The Board of Directors in meeting held Febru- 

ary 14, 1960, following discussion referable to 
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the propriety and legality of requiring a life 
insurance policy in a sum in excess of the actual 
amount of the student loan, associate with the 
program under the direction of the Benevolent 
and Loan Fund Committee, determined that the 
subject be referred back to said Committee, 
with counsel’s comments thereon, with the re- 
quest that the Chairman report back to this 
Board thereon at this meeting. Ernest A. Born, 
M.D., Chairman of the Committee, advises that 
unless the Board of Directors wishes to modify 
its previous directive requiring term life insur- 
ance in the sum of $6,000.00 to secure a student 
loan, the Committee has but to follow such in- 
struction, and it has no recommendation for 
change of such directive at this time. 
The report of Doctor Born was accepted. 


HISTORY AND OBITUARIES 
COMMITTEE 

Morris Fishbein, Contributing Editor, “Post- 
graduate Medicine,” by letter dated December 
28, 1959, reports proposal to publish in each 
issue of the publication a portrait and biography 
of the outstanding name in the history of medi- 
cine in each of the fifty states. The decision 
has been made to use only the names of phy- 
sicians who are no longer living. The aid and 
suggestions of the Association to carry out the 
development of such feature having medical- 
historical value is enlisted. 

This request was referred to the History and 
Obituaries Committee for consideration and 
recommendation. By letter dated February 24, 
1960, received from Louis G. Jekel, M.D., Chair- 
man, it proposed the name of Alexander M. 
Tuthill, M.D., of Phoenix. 

It was moved, seconded and unanimously 
carried that this Board accept the recommenda- 
tion of this Committee. 


MEDICAL ECONOMICS COMMITTEE 


Subcommittee on Fee and Contractual Medicine 

For the record, the report of the subcommittee 
on Fee and Contractual Medicine, promulgated 
in meeting held February 21, 1960, referable 
to the subject of a relative value fee schedule, 
was circulated among the members of the Board 
of Directors of this Association through the mail, 
seeking direction as pertains to recommenda- 
tions contained therein. It was the majority 
opinion of the members of the Board (15 votes 
being cast in the “affirmative” and 5 “not vot- 
ing”), that this subcommittee prepare a resolu- 
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tion in accord with its recommendations con- 
tained in report submitted, for submission to 
the House of Delegates at its annual meeting, 
provided, of course, that the subcommittee still 
holds its position as a majority opinion. It was 
pointed out that such resolution shall in no way 
carry any implication that it has been approved 
or even discussed by the Board of Directors 
as it has not had occasion to do so. 


It was moved by Doctor Singer and seconded 
by Doctor Tuveson that the subcommittee on 
Fee and Contractual Medicine ask for an ex- 
pression from this Board as to the advisability 
of withdrawing the resolution for further study. 
The motion was declared adopted, 17 votes 
being cast in the affirmative and 3 votes being 
cast in the negative. 

Received by the Board of Directors was a 
letter dated April 22, 1960, presented by Otis 
Barry Miller, M.D. of Tucson, President of the 
Arizona Dermatology Society, advising that the 
dermatologists have formulated a_ suggestive 
fee schedule in order that some standardization 
may be secured, listing its suggestions in the 
event a relative value fee schedule is adopted by 
the House of Delegates at this time. 

It was reported that a letter dated April 29, 
1960 of Edgar F. Mauer, M.D. of Los Angeles, 
California, addressed to the President, Dermont 
W. Melick, M.D., was received in the matter of 
experience in California following the adoption 
of the relative value study by the Council of 
the California Medical Association. Copies were 
previously distributed among the officers and 
committee chairmen, including Doctor Hamer, 
who is Chairman of the Reference Committee on 
Resolutions. 

Received was a letter dated March 7, 1960, 
signed by David R. Long, M.D., Secretary, 
Physicians and Surgeons Forum (Phoenix) ad- 
vising that, at a regular meeting held March 2, 
1960, a resolution was adopted by that group 
declaring: “If a fee schedule is adopted by 
The Arizona Medical Association, this organiza- 
tion, the Physicians and Surgeons Forum of 
Phoenix, Arizona, go on record for support of 
a Relative Value Fee Schedule, with there being 
established a specific relationship between this 
established ‘unit’ and the Cost of Living Index.” 


Subcommittee on Medicare 
By unanimous action of the Board of Di- 
rectors, the following supplemental agreements 
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presented by the Contracting Officer of the 
Office for Dependents’ Medical care, associate 
with the Medicare Contract No. DA-49-007- 
MD-806, were authorized executed in behalf 
of this Association, following review and recom- 
mendation of the Fiscal Administrator, the 
changes involving operational procedure: 

I — Supplemental Agreement Execution. An- 
nex I — Antepartum Care (Urinalyses — Matern- 
ity Cases ) 

II — Supplemental Agreement Execution. An- 
nex I — Joint Directive DD1251 Change: “Medi- 
care Permit” to “Non-availability Statement” 

III — Supplemental Agreement Execution. An- 
nex I — Schedule — Articles I and II — Appendix 
B — Financial Accounting. 


PROFESSIONAL COMMITTEE 

Subcommittee on Aging 

The President, Dermont W. Melick, M.D., 
reported the interim appointment of Jesse D. 
Hamer, M.D. (Phoenix) as a member of the 
Professional Committee for the remainder of 
the fiscal year, assigned as Chairman of the 
subcommittee on Aging. Doctor Hamer has ac- 
cepted the assignment. 

It was regularly moved, seconded and unani- 
mously carried that the appointment of Doctor 
Hamer by the President by confirmed. 


Arizona Division of Vocational Rehabilitation 


Presented and read was a letter dated No- 
vember 23, 1959, addressed to the President 
of the Association by Palmer Dysart, M.D., State 
Medical Consultant, Arizona Division of Voca- 
tional Rehabilitation, referable to participation 
of the Division in cardiac surgery. This Associ- 
ation is requested to be a certifying body of 
qualified surgeons in the field of heart surgery. 

It was moved, seconded and unanimously car- 
ried that this matter be referred to the Profes- 
sional Committee for review and report back to 
this Board. 


PROFESSIONAL LIAISON COMMITTEE 
Subcommittee on Governmental Medical Staffs 

Letters were received from Senators Gold- 
water and Hayden, also Representatives Rhodes 
and Udall, referable to hospital and medical 
care being rendered civilian civil service em- 
ployees and their dependents through military 
hospital facilities and Army medical officers of 
the Navajo Ordnance Depot in Bellemont, Ari- 
zona. A detailed report thereon contained in 
letter dated March 22, 1960, received from T. J. 
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Hartford, Major General, MC, Acting, the Sur- 
geon General, Department of the Army, was 
likewise received, copies of which were pre- 
viously forwarded to all interested parties of 
the Association. 

The Board determined to file the report. 


Subcommittee on Public Health 

It was reported that Paul Fannin, Governor 
of the State of Arizona, appointed E. Henry 
Running, M.D. (Phoenix) a member of the 
Arizona State Board of Health, Doctor Running 
being a nominee of this Association for the 
position. 


Subcommittee on Schools 

It was reported that Noel G. Smith, M.D., 
Chairman of the subcommittee on Schools of 
the Professional Liaison Committee, would like 
this Board of Directors to authorize his commit- 
tee to explore a plan for the medical care of 
school children, particularly those in families 
of low income and/or indigent, which will in- 
clude participation of the private practitioner. 
When a plan is formulated, it will be presented 
to the Board of Directors for approval. 

It was moved, seconded and unanimously 
carried that this subject follow normal protocol, 
and go through routine committee channels for 
approval. 


Subcommittee on Woman's Auxiliary 

Doctor Beaton reported that he wishes at this 
time to defer further discussion on the action 
of the Board of Directors in meeting held Febru- 
ary 14, 1960, dealing with the student nurse 
loan fund program and inclusion of students in 
paramedical fields, the latter not being approved 
by this Board. 

Mrs. Robert Cummings, President-elect of the 
Woman’s Auxiliary of The Arizona Medical 
Association, by letter dated April 13, 1960, sub- 
mitted the proposed 1960-61 program of the 
group. Its Board of Directors authorized request 
for a grant of at least 1,000.00 to underwrite 
the proposed program. 

It was moved, seconded and unanimously 
carried that the budget request of $1,000.00 be 
approved. 

PUBLIC RELATIONS COMMITTEE 

Ernest E. Snyder, Director, Central Arizona 
Regional Science Fair, by letter dated March 
17, 1960, acknowledged the generous contribu- 
tion of this Association toward the support of 
the 1960 Science Fair of the Central Arizona 
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Region. The Administrative Council and the 
area Science teachers and pupils expressed their 
appreciation for the interest shown in this worthy 
endeavor. 

It was reported that a sum of $50.00 was 
authorized paid to each of the Central, Northern 
and Southern Divisions (Arizona Regional 
Science Fair). The Northern Division returned 
the contribution, finding itself not in position 
to participate in the activity in 1960. 

PUBLISHING COMMITTEE 

MacDonald Wood, M.D., of Phoenix, by letter 
dated March 8, 1960, reported four reprints of 
scientific articles, unsolicited, received from 
William G. Schultz, M.D., Tucson, raising the 
question of “ethics” in such distribution, if the 
intent is to solicit patients directly or indirectly 
or to attempt to bring undue attention to the 
author. It was reported that on investigation 
Doctor Shultz advises these reprints were for- 
warded to most of the doctors in the State, pri- 
marily for the interest of those who have been 
confronted with a case(s) of “exstrophy.” 

It was moved, seconded and carried by a 
show of hands that the Board of Directors ap- 
prove the distribution of reprints, if it so pleases 
the author, to members of the society, but that 
we not permit the use of our addressograph 
plates for this purpose. 


OLD BUSINESS 
Community Service Award — 
A. H. Robins Company, Inc. 


The A. H. Robins Company, Inc., of Rich- 
mond, Virginia, by letter dated January 27, 1960, 
sought the reactions of this Association to its 
proposal that a community service award for 
physicians be established, similar to a program 
previously inaugurated making similar awards 
to pharmacists, giving them recognition for the 
sacrifice and time given by them to their com- 
munities through civic activities. It is the feel- 
ing that in these days of threats on socialized 
medicine and with the general widespread and 
unfounded complaints against the cost of drugs 
and medical care, all positive factors in behalf 
of the members of the medical team should be 
put before the public. Should such program be 
voted, the Robins company would, of course, 
work with the State Association in obtaining 
publicity in the home-town newspapers for the 
award ceremony and in suitable journals. The 
project would be treated in a most dignified 
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manner on an ethical basis. 

It was moved, seconded, that a letter be 
directed to the A. H. Robins Company, Inc., 
encouraging the establishment of such program 
of physicians’ community service awards, co- 
operating through our Public Relations Com- 
mittee. 

The motion was declared adopted, 19 votes 
being cast in the affairmative and one vote 
being cast in the negative. 

California Emergency Treatment Statute 

Mr. Edward Jacobson, counsel, briefly re- 
viewed his report dealing with the California 
statute referable to emergency care at the scene 
of an emergency, exempting liability for any 
civil damages as a result of any acts or omissions 
by any person licensed under Section 2144 ren- 
dering such emergency care. 

It was seconded and unanimously carried that 
this matter be referred to the proper committee 
(plus the advice of our legal counsel), the com- 
mtitee to be determined by the President. 
California Morbidity and Mortality 
Secrecy Study Statute 

For the information of the Board, Mr. Edward 
Jacobson, counsel, reviewed the California Bill 
AB.595 referable to granting secrecy to morbid- 
ity and mortality studies which became law in 
that State in September, 1959, occasioned by 
the question of Doctor Leslie Smith as to wheth- 
er or not Arizona doctors had similar protection. 

It was moved by Doctor Yount, seconded by 
Doctor Young and unanimously carried that the 
Public Relations Committee be instructed to 
formulate some plan of indoctrination of the 
public regarding the medical profession on a 
paid advertising basis. 

Holbrook Tribune-News 
AMA Articles — Publication 

Presented and read was a letter dated Febru- 
ary 24, 1960, received from V. P. Richards, pub- 
lisher, Holbrook Tribune-News, unfavorable to 
the publication of articles prepared by AMA, 
dealing with “the nature of tomorrow's chal- 
lenges to the medical profession and how these 
challenges affect today’s patient”. 

AMA Survey — 
Treatment of Mental Diseases as 
Practice of Medicine 

Received from the Law Division of the Amer- 
ican Medical Association under date of March, 
1960, was a report of survey of State Medical 
Practice Acts relating to the question of whether 
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definitions of “Practice of Medicine” in state 
medical licensure laws are broad enough to in- 
clude the diagnosis and treatment of mental and 
emotional disorders. 

It was moved, seconded and unanimously car- 
ried that this subject be referred to the Legisla- 
tive Committee for study and report. 

Doctors’ Fees — Nester Roos, Ph.D. 

Doctor Melick reviewed his actions following 
address by Nester Roos, Ph.D. of the University 
of Arizona Business Administration Faculty, 
charging that doctors are doubling their bills on 
health insurance-covered patients, thus skyrock- 
eting insurance premiums to the public. Many 
of his comments were not based on fact, dis- 
closed by investigation. 

Charles A. DeLeeuw, President of the Arizona 
Association of Life Underwriters, Inc., by letter 
dated April 21, 1960, commented upon the arti- 
cles of Doctor Roos as appeared in the Arizona 
Republic and Phoenix Gazette, as well as an 
editorial dated April 8, 1960, appearing in the 
Arizona Daily Sun, suggesting the appointment 
of a joint committee to bring in closer harmony 
the activities of the medical profession and the 
insurance carriers. 

It was directed that the report and corre- 
spondence be received and filed. 

Arizona Chiropody Association — Legislation 

Howard B. Seyfert, Jr., D.S.C., Chairman, 
Legislative Committee of the Arizona Chiropody 
Association, by letter dated April 8, 1960, re- 
quested a report setting forth the objections of 
this Association to legislation proposed during 
the last regular session of the 24th Legislature 
by this group dealing with recognition of claims 
by health and accident insurance companies, 
submitted by chiropodists in the State of Ari- 
zona. Counsel's report contained in letter dated 
February 10, 1960, was presented and read. 

It was moved, seconded and unanimously car- 
ried that a summary of the report of counsel’s 
views be forwarded to the Arizona Chiropody 
Association. 

Pan American Underwriters — 
Los Angeles Continental Casualty Company 

A joint letter, signed by A. Ortiz, M.D. and 
Carlos V. Greth, M.D., dated April 14, 1960, 
was presented and read, requesting an investi- 
gation of policies of the Pan American Under- 
writers of Los Angeles, representing Continental 
Casualty Company, associate with the rendering 
of professional services by the doctors in ques- 
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tion covering Mexican contracted workers en- 
gaged in agricultural work in the State of Ari- 
zona. Specifically, the complaint against the 
company is its refusal to pay fees owed for serv- 
ices rendered during the past five or six months. 
It is the belief that the insurance carrier(s) 
wishes only to deal with physicians of its choice 
and have failed to consult with Doctors Ortiz 
and Greth to resolve any differences, real or 
imaginative. 

It was moved, seconded and unanimously car- 
ried that this complaint be referred to the Fee 
and Contractual Medicine Committee for re- 
view and report. 

National Group Annuity Program — 
AMA Group Disability Insurance Program 

F.J.L. Blasingame, M.D., Executive Vice 
President, American Medical Association, by let- 
ter” dated April 18, 1960, sought information 
dealing with “National Group Annuity Program” 
and “AMA Group Disability Insurance Pro- 
gram” pertinent to the action of the House of 
Delegates in June and December, 1959. A ques- 
tionnaire was submitted inquiring into the ad- 
vantages and disadvantages of a national group 
annuity program for physicians under the aus- 
pices of AMA. Doctor Blasingame by telegram 
dated April 30, 1960, states that unless informed 
otherwise prior to May 6, or receipt by that 
date of completed questionnaires concerning 
group and disability programs, “it will be in- 
terpreted you (this Association) do not approve 
sponsorship of either program as an appropriate 
AMA activity”. 

It was moved, seconded and unanimously car- 
ried that Doctor Blasingame be informed this 
Association has the matter under advisement 
and it should not be concluded at this time that 
it is either for or against the sponsorship of such 
program; and that the matter be referred to the 
Insurance Planning and Investigation subcom- 
mittee of the Medical Economic Committee for 
investigation and report. 


FINANCIAL 

1959-60 Financial Report 

Doctor Young presented the Treasurer's re- 
port covering the fiscal year 1959-60. 
1960-61 Budget of Appropriations 

Doctor Young presented his proposed budget 
of appropriations for the year 1960-61 (April 
1, 1960 to March 31, 1961), including certain 
recommendations: 
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RECOMMENDATIONS: 

1. That the Association dues for Active Mem- 
bers for 1961 be set at $70.00. This will include 
a $10.00 per member contribution to AMEF. 

2. That. consideration be given to a By-Laws 
Amendment which will relieve the Treasurer 
from the onerous task of receiving and deposit- 
ing all the small receipts of the Journel. The 
Journal business manager could be empowered 
to set up a separate accounting system, bank 
account, etc. 

Reviewed by the Treasurer and Darwin W. 
Neubauer, M.D., Editor-in-Chief, was the pro- 
posed budget for the fiscal year 1960-61 relating 
to Arizona Medicine Journal publication. 

It was moved, seconded and unanimously car- 
ried that the budget presented by Doctor Neu- 
bauer be approved. 

It was moved, seconded and unanimously car- 
ried that the Treasurer's report for the fiscal 
year 1959-60, concluded, be accepted and that 
the budget of appropriations for the fiscal year 
1960-61 be approved, including the Treasurer’s 
recommendations. 

Regarding recommendation No. 2 of the Treas- 
urer, the Board makes note that to carry out 
such recommendation it will be necessary to 
seek the review and recommendation of the 
Articles of Incorporation and By-Laws Commit- 
tee. 

Doctor Yount further presented the report of 
audit dated May 3, 1960, received from R. S. 
Condit, C.P.A. of Prescott, Arizona, covering 
the fiscal year April 1, 1959 to March 31, 1960. 

It was regularly moved, seconded and unani- 
mously carried that the certified audit presented 
by R. S. Condit, C.P.A., under date of March 
31, 1960, be accepted. 


EXECUTIVE SESSION 

The Board of Directors went into Executive 
Session at this point in the meeting, the follow- 
ing actions resulting therefrom: 

It was moved by Doctor Hileman, seconded 
by Doctor Manning and unanimously carried 
that the salaries of the Executive Secretary and 
Assistant Executive Secretary be raised as fol- 
lows: Robert Carpenter, $50.00 monthly; Paul 
R. Boykin, $100.00 monthly (or the equivalent 
in fringe benefits, if desired, in either instance); 
and that the allowance for mileage be raised to 
10 cents per mile. The Treasurer was directed to 
make provision therefor in the 1960-61 budget. 
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COMMUNICATIONS 

Idaho State Medical Association 
H.R. 4700 — Forand Bill 

The House of Delegates of the Idaho State 
Medical Association in meeting held January 
29th and 30, 1960, adopted a resolution oppos- 
ing the Federal purchase of hospitalization, nurs- 
ing home care or medical care for OASDI bene- 
ficiaries, either directly, as in H.R. 4700 (the 
Forand Bill), or indirectly through prepayment 
plans, private insurance companies or other 
mechanisms. 

Received and filed. 
Baltimore City Medical Society 

The Baltimore City Medical Society of Balti- 
more, Maryland, adopted a resolution urging that 
hospital accrediting bodies consider the differ- 
ence between a small private hospital and a 
university hospital, and that different standards 
for private hospitals and university hospitals be 
established. 

Received and filed. 
Invitations — 1961 Annual Meeting 

Invitations were received from the San Mar- 
cos Hotel, Chandler, the Safari Hotel, Scotts- 
dale, and the Hiway House, Tucson, offering 
their facilities to accommodate the 1961 annual 
meeting of this Association. 

Referred to the House of Delegates. 


OTHER BUSINESS 


1961 Legislative Program 

MR. JACOBSON: Some of the matters which 
have come across our desk to look at for next 
year have already been discussed here. There 
are some others that Bill Manning may want to 
talk to or others who are on the State Board of 
Medical Examiners. There has been talk of a 
possible revision of the Medical Practice Act, 
to do a variety of things. One has been men- 
tioned, and that is to include within the defini- 
tions of the practice of medicine, the curing — 
the holding yourself out to cure mental ills. 
Another has to do with possible clarification 
of the problem or recidency versus internship, 
which has a great many ramifications. Another 
has to do with the two-year statute of limita- 
tions — possible revision thereof — that has 
to do with when men who have had their li- 
censes denied or revoked may apply again and 
under what conditions and how far back can 
you look for misdeeds, etc. In addition, there 
has been a great deal of interest apparently gen- 
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erated by the Planned Parenthood Society, to 
interest this Association in a possible amend- 
ment of the misdemeanor statute. Beyond those 
things, about all we can look forward to, about 
which I know, are the usual defensive measures. 
The meeting adjourned at 12:15 P.M. 

Lorel A. Stapley, M.D. 

Secretary 


RESOLUTIONS 
HOUSE OF DELEGATES 


BUDGET — FISCAL YEAR 1960-61° 

RESOLVED by the House of Delegates, The 
Arizona Medical Association, Inc., that the fol- 
lowing Budget of expenses for the fiscal year 
April 1, 1960 to March 31, 1961, be adopted. 

RESOLVED, that the House of Delegates ap- 
proves that active membership dues of | this 
Association be continued at $70.00 for the com- 
ing year, which includes $10.00 per member al- 
located to AMEF. 

ADOPTED May 6, 1960. 


SOCIAL SECURITY FOR DOCTORS OF 
MEDICINE 

WHEREAS, the membership of the Maricopa 
County Medical Society has been polled to de- 
termine the opinions of its members regarding 
participation in the Old Age and Survivors In- 
surance and Unemployment Compensation Sec- 
tion of the Social Security Act, and 

WHEREAS, this survey revealed that the 
vast majority of those replying are against par- 
ticipation by doctors of medicine in this Act; 
therefore, be it 

RESOLVED, that the Maricopa County 
Medical Society go on record as opposing doctor 
of medicine participation in the Social Security 
Act; and be it further 

RESOLVED, that this Resolution be for- 
warded to The Arizona Medical Association, Inc. 
for introduction into the House of Delegates 
for its action at its annual meeting in May, 1960; 
and be it further 

RESOLVED, that a copy of this Resolution 
be forwarded to the Executive Vice President 
of the American Medical Association, the Chair- 
man of the Ways and Means Committee of the 
U. S. House of Representatives, and to the 
Arizona Congressional delegation in the U. S. 
Congress. 

ADOPTED May 6, 1960. 


*Copy of budget can be obtained from Central Offices or 
Editorial Office. 
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(1) THE IMMEDIATE DISSEMINATION OF 
INFORMATION RELATIVE TO THE AC- 
TION OF THE HOUSE OF DELEGATES OF 
THE ARIZONA MEDICAL ASSOCIATION, 
INC., MAY 6, 1960, ON PHYSICIANS’ PAR- 
TICIPATION IN OLD AGE AND SURVIVORS 
DISABILTY INSURANCE (SOCIAL SECUR- 
ITY) 


(2) RECOMMENDED INDIVIDUAL AC- 
TION OF MEMBERS OF THE ARIZONA 


STATE MEDICAL ASSOCIATION, INC., RE- 
LATIVE TO COMPULSORY INCLUSION OF 
PHYSICIANS IN OLD AGE AND SURVIVORS 
DISABILITY INSURANCE (SOCIAL SECUR- 
ITY) 


WHEREAS, the House of Delegates of The 
Arizona Medical Association, Inc. has expressed 
itself in opposition to compulsory inclusion of 
physicians in the Social Security System 
(O.A.S.D.L.) and 


WHEREAS, the House Ways and Means 
Committee of the House of Representatives of 
Congress has in the past several weeks voted 
11 to 9 to provide for the compulsory inclusion 
of physicians under Title II of the Social Se- 
curity Act, and has included this proposal in 
its revised Social Security program bill and 

WHEREAS, such bill will be presented to 
and voted on by Congress within the next 6 to 8 
weeks; now therefore, be it 

RESOLVED, that the Secretary of The Ari- 
zona Medical Association, Inc., shall immedi- 
ately disseminate information relative to the 
action of the House of Delegates on compulsory 
inclusion of physicians in the Social Security 
System to the following: 

1. All members of the Arizona Congressional 

delegation 

2. All members of the Ways and Means Com- 

mittee of the House of Representatives, 

Congress of the United States 
. President Dwight D. Eisenhower 
. President — Arizona Bar Association 
5. Executive Vice President — American Medi- 
cal Association 
AMA News 
. All physician members of Congress 
. All State Medical Associations in the United 

States 
9. Presidents of each of the component 

County Medical Auxiliaries and be it 

further 
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RESOLVED, that The Arizona Medical As- 
sociation, Inc., shall immediately disseminate 
in letter form, to each member physician, this 
information relative to the action of the House 
of Delegates on Social Security, with the urgent 
recommendation that each physician write to 
the Chairman of the House Ways and Means 
Committee, Representative Wilbur Mills, and 
to members of the Arizona Congressional dele- 
gation, expressing the physician’s opinion rela- 
tive to compulsory inclusion of physicians in 
the Social Security System. 

ADOPTED May 6, 1960. 


VETERAN'S ADMINISTRATION POLICY 
REGARDING DISCIPLINARY DISCHARGE 
OF PATIENTS WITH COMMUNICABLE 
DISEASE 


WHEREAS, the present policy of the Vet- 
eran’s Administration Hospitals in excluding 
from hospitalization for a period of 90 days 
some patients for disciplinary reasons, or re- 
fusing readmission for the same period of pa- 
tients that have left against medical advice, and 

WHEREAS, in Arizona a high percentage of 
such patients are tuberculosus with positive 
sputum, and 

WHEREAS, such patients, and other patients 
with serious communicable diseases, constitute 
a source of infection to citizens of the state 
while they are at large in the community without 
adequate isolation or care, and 

WHEREAS, numerous new cases of tubercu- 
losis have been traced to contact with such 
cases, and 

WHEREAS, the presence of, or location of 
such cases is in the majority of instances un- 
known to the local health authorities, and 

WHEREAS, the local facilities for the isola- 
tion and care of known positive cases of tubercu- 
losis are already over-taxed and home quaran- 
tine or care of such cases is in most instances 
unsatisfactory, or impossible, therefore be it 

RESOLVED: By the Arizona Medical As- 
sociation that the Veteran’s Administration re- 
examine the policy in regard to disciplinary dis- 
charge and delay in readmission for disciplinary 
reasons where it applies to cases of active tuber- 
culosis who may become a danger to the citizens 
of the communities in which they reside, so 
that a closer cooperation will exist between the 
Veteran’s Administration and local public health 
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authorities, in order that adequate provision can 
be made to quarantine and isolate such cases of 
communicable tuberculosis before they become 
a menace to their families or fellow citizens. 


RESOLVED, that a copy of this Resolution 
be forwarded by our Association to the ap- 
propriate Veteran’s Administration officials and 
to the local county as well as to the state health 
authorities. 

ADOPTED May 6, 1960. 


OLD AGE AND SURVIVORS INSURANCE 
AND UNEMPLOYMENT COMPENSATION 
(SOCIAL SECURITY) — EXTENSION OF 
BENEFITS TO ALL CITIZENS OF THE 
UNITED STATES 


WHEREAS, it is the belief of some that all 
classes and individuals in the United States 
should be forced to participate in the old Age 
and Survivors Insurance and Unemployment 
Compensation Section of the Social Security 
Act; and 


WHEREAS, it has been the expressed opinion 
of the members of The Arizona Medical As- 
sociation, Inc., voiced by an overwhelming ma- 
jority (404 against and 16 for) that we were 
opposed to compulsory inclusion; and 


WHEREAS, it has been the repeatedly ex- 
pressed opinion of the House of Delegates of 
the American Medical Association that it “un- 
equivocally opposes the compulsory inclusion 
of self-employed physicians in the Social Se- 
curity System”; and 

WHEREAS, benefits from the Old Age and 
Survivors Insurance and Unemployment Com- 
pensation would be wholly unrealistic when 
applied to the medical profession; now, there- 
fore, be it 


RESOLVED, that the members of The Ari- 
zona Medical Association, Inc. duly assembled 
in its 1960 meeting do hereby again express their 
firm opposition to being included under the Old 
Age and Survivors Insurance and Unemploy- 
ment Compensation; and be it further 


RESOLVED, that the members of this As- 
sociation reaffirm their desire for legislation 
which would allow them to exercise their in- 
dividual God-given right to plan and save for 
their future by a more equitable tax deductible 
method, as exemplified by the Simpson-Keogh 
bill; and be it further 
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RESOLVED, that the expression of this reso- 
lution be forwarded to our United States Con- 
gressmen, the American Medical Association, 
and the leaders and proper committees of the 
Arizona State Legislature. 
ADOPTED May 6, 1960. 


PUBLICITY OF FEDERALIZED 
MEDICAL PLANS 


WHEREAS, rapidly mounting pressures from 
trade unions, politicians, and _ well-meaning 
Socialists promise very soon to force Forand- 
type legislation upon the American people; and 

WHEREAS, though most of the medical fra- 
ternity and allied professions realize the danger- 
ous and undesirable features of Forand-type 
legislation, the majority of U. S. citizens are 
not aware of these facts and thus could be 
swayed to allow this dangerous legislation to 
pass; and 

WHEREAS, it does not appear that organized 
medicine and allied professions are accomplish- 
ing a small fraction of what should be done 
about bringing the facts to the public; now, 
therefore, be it 

RESOLVED that the Arizona Medical As- 
sociation, Inc. lose no time in launching a 
vigorous publicity campaign giving the true 
facts regarding federalized medicine to the 
public. This campaign to be pursued on tele- 
vision, radio, newspapers, magazines, public 
debate and before all service clubs. 

This campaign can be strengthened by com- 
bining forces with the professions allied to 
medicine, as well as the pharmaceutical com- 
panies, the insurance companies, the U. S$. Cham- 
ber of Commerce, and other groups who realize 
the threat of Socialized Medicine. 

In short, we who realized the danger have 
a responsibility to speak out. Our responsibility 
is not only to our fellow citizens, but also to 
our medical posterity; further, be it 

RESOLVED to set an example and work 
with the A.M.A. to pursue this course upon a 
national scale. 

ADOPTED May 6, 1960. 


ESTABLISHMENT OF A PROGRAM OF 
VOLUNTARY HEALTH AND ACCIDENT 
INSURANCE TO COVER THE HEALTH 
NEEDS OF OLDER CITIZENS 


WHEREAS, people in the older age group 
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in this country have become more numerous due 
in part to the advances in medical science, and 


WHEREAS, people aged 65 or older often 
are living on retirement incomes which are 
subject to devaluation by the progressive in- 
flation of the currency, and 


WHEREAS, this same segment of the popu- 
lation often requires medical and surgical care 
in excess of the average citizen, and 


WHEREAS, there are numerous proposals by 
certain senators and representatives to solve this 
problem by federal government programs fi- 
nanced by general taxation of the people, and 


WHEREAS, the medical profession has con- 
sistently been opposed to federal government 
intervention in the field of medical care, now, 
therefore, 


BE IT RESOLVED: That the Arizona Medi- 
cal Association goes on record as being in favor 
of and willing to cooperate fully in the estab- 
lishment of a program of voluntary health and 
accident insurance to cover completely the 
health needs of the older citizen which will be 
non-cancellable and open to all people in this 
age group regardless of physical condition, and 

BE IT FURTHER RESOLVED: That we 
feel this is the one program which can success- 
fully combat the threat of socialized government 
medicine which will destroy the private practice 
of medicine and the private insurance industry 
as we know them today. 


ADOPTED May 6, 1960. 


AMENDMENT TO CHAPTER II 
MEMBERSHIP, SECTION 3 CLASSES OF 
MEMBERSHIP, (E) AFFILIATE 
MEMBERS, PROVIDING FOR A FIFTH 
CATEGORY OF ELIGIBILITY 


(E) Affiliate Members 

Affiliate members may be elected to this 
Association by the Board upon recommenda- 
tion by county societies from (1) those doctors 
of medicine who are duly accredited in Mexico, 
or in foreign countries, engaged in medical 
missionary and similar educational and _philan- 
thropic work, (2) Arizona dentists who are 
members in good standing of their local and 
state societies, (3) pharmacists who are active 
members of their Arizona State Association, 
[and] (4) teachers of medicine and _ allied 
sciences who are not eligible to other member- 
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ship in this Association, AND (5) FORMER 
ACTIVE MEMBERS OF THIS ASSOCIA- 
TION, WHO ARE NOW IN PRACTICE IN 
ANOTHER STATE. 

Rights. Affiliate members shall enjoy the 
privileges of attending the scientific meetings. 
They shall not have the right to serve as Dele- 
gate, or to hold elective or appointive office. 
They shall pay no dues. 

NOTE: [Bracketed] word represents deletion, 
CAPITALIZED words are new material. 

ADOPTED May 6, 1960. 


ESTABLISHMENT OF AN ADULT 
PSYCHIATRIC CLINIC 

WHEREAS, psychiatrists in the Phoenix and 
Tucson areas agree that there is a need for adult 
psychiatric clinics; and 

WHEREAS, psychiatrists in private practice 
have agreed to help approved agencies fostering 
such adult clinics; and 

WHEREAS, these clinics would be for peo- 
ple unable to afford private psychiatric care; 
and 

WHEREAS, it is felt that other communities 
over the state have these same needs; and 


WHEREAS, such clinics would work in con- 
junction with existing state and community 
agencies involved in mental health and would 
expect to tie in their activities with the state 
universities; e.g. training facilities for clinical 
psychologists and social workers; now, therefore, 
be it 

RESOLVED, that the Arizona Medical As- 
sociation go on record as recognizing the real 
need for such clinics; and be it further 

RESOLVED, that this Association will do 
everything in its power to support community 
establishment of such clinics. 


ADOPTED May 6, 1960. 


LIMITATION OF FEDERAL MEDICAL 
CARE OF ALL VETERANS TO 
SERVICE-CONNECTED DISABILITIES 


WHEREAS, non-service connected disabili- 
ties are cared for in Veterans’ Hospitals; and 
WHEREAS, a large portion of the patient 


load of the Veterans’ Hospitals consists of non- 
service connected disabilities; in November 1957 
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at a given day there were 39,230 service con- 
nected patients and 74,770 non-service con- 
nected patients in Veterans’ hospitals; and 


WHEREAS, the cost of care for patients in 
Veterans’ Hospitals as compared with the cost 
of care in private hospitals must be considered; 


and 


WHEREAS, there has been a tendency to 
provide care for more and more people under 
federal supervision; therefore, be it 


RESOLVED, that federal medical care of 
all veterans be limited to service-connected dis- 
abilities 


RESOLVED, that a copy of this Resolution 
be mailed to the Executive Vice President of 
the American Medical Association, the Arizona 
Congressional delegation, Administrator of the 
Veterans Bureau, to the Maryland Medical As- 
sociation, the Chairman of the Armed Forces 
Committees of each House of the U. S. Con- 
gress, and a copy to the author of the Resolu- 
tion, the Honorable Doctor Steen of Tucson. 


ADOPTED May 6, 1960. 
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“Nonsense dean, we were practicing 
mouth-to-mouth resuscitation!” 
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A 
logical 
prescription for 
overweight patients 


anorectic-ataractic ® 


BAMADEX 


meprobamate 400 mg., with d-amphetamine sulfate 5 mg., Tablets 





meprobamate plus d-amphetamine... 
| depresses appetite...elevates mood... 
| eases tensions of dieting... without over- 
| stimulation, insomnia or barbiturate 
hangover. 


Dosage: One tablet one-half to one hour before each meal. 
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6-10 HOURS 
SUSTAINED THERAPY 


AMOdex 
ADVANTAGES 


HIGH-LEVEL ANOREXIGENIC 
ACTIVITY WITHOUT 
SMOOTH, UNIFORM 
ACTION 
THERAPEUTIC EFFECT 
LASTING 6 TO 10 HOURS 
ONLY ONE DOSE DAILY 
CLINICALLY ECONOMICAL 
TO THE PATIENT 


Timed AMOdex CAPSULES 


are manufactured under 
these patent numbers: 

2,736,682 — 2,809,916 

2,809,917 — 2,809,918 
Which provide prolonged, 
continuous therapeutic 
effect over a period of 
6-10 hours 


SAMPLES AND LITERATURE 


UPON REQUEST 


ONE and only ONE 


PER 


DAY will economically 


control appetite in weight reduction 
or relieve the nervous symptoms of 


anxiety and the underlying depression. 


Timed AMOdex CAPSULES (Testagar) furnish a controlled uniform action. 
The medications provide prolonged, continuous therapeutic effect from active 
ingredients over a period of 6 to 10 hours. 

Following ingestion of one Timed AMOdex CAPSULE, small amounts of 
the medication are released immediately. 

Each Timed AMOdex CAPSULE contains a weed therapeutic dose of: 
Dextro-amphetamine hydrochloride . . ss Oa 
Amobarbital . ‘ 60 mg. 

PROTRACTED THERAPEUTIC EFFECT 

Before the development of Timed AMOdex (Testagar) the usual dose of 
Dextro-amphetamine hydrochloride, for the control of appetite, was one 
5 mg. tablet two or three times a day. The usual dose of Amobarbital ranged 
from 20 to 40 mg., two or three times a day. On such a dosage regimen the 
absorption of the drugs, after ingestion, takes place quite rapidly. The thera- 
peutic activity occurs within one-half to one hour. When the therapeutic peak 
is reached, a gradual decline takes place. At this point, the patient should 
receive another dose of medication ...the cycle is then repeated. 

Patients frequently fail to follow the physician’s instructions. They take 
medication at irregular intervals. When this occurs with drugs. such as 
dextro-amphetamine sulfate, phosphate or hydrochloride, excitation may 
result. A balanced combination of Dextro-amphetamine hydrochloride, the 
preferred salt, plus a balanced daily dose of Amobarbital will give the 
expected therapeutic results without excitation. 

Timed AMOdex, after ingestion, releases Dextro-amphetamine Hydro- 
chloride and Amobarbital steadily and uniformly over a period of 6 to 1® 
hours. Therefore, the physician may dispense with the usual dosage schedule 
thereby attaining better control of therapy. The patient will receive the bene- 
fits of even and sustained therapeutic effects. Side reactions such as anxiety 
and excitation are greatly minimized. 


ACTION AND USES 

Timed AMOdex CAPSULES (Testagar) supply the antidepressant and 
mood-elevating effects of Dextro-amphetamine hydrochloride and the calming 
action of Amobarbital. Timed AMOdex elevates the mood, relieves nervous 
tension, restores emotional stability and the capacity for mental and physical 
effort. 
INDICATIONS 

Timed AMOdex is the preferred treatment in anxiety states and in the 
management of obesity. Timed AMOdex may also be used in the treatment 
of Depressive states, Alcoholism, Nausea and Vomiting of Pregnancy. 
DOSAGE The Daily Dose of Timed AMOdex (Testagar) IS ONE CAP- 
SULE ON ARISING OR AT BREAKFAST. 
SUPPLIED Bottles of 100 and 1000 capsules, available at all pharmacies. 
Also supplied in half strength as Timed AMOdex, Jr. 


Testagar & CO., inc. 1354 W. Lalayette Bivd. Detroit 26, Michigan 
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Medical Society of the 


United . andl Mexico 
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Guadalajara and Mazatlan in November 


The same excellence of papers and the same 
splendid attendance at all sessions are expected 
at our next annual meeting as have been experi- 
enced in the past. We will meet in Guadalajara 
on November 8, 9, 10 and in Mazatlan on 11 and 
12. 

Guadalajara is Mexico’s second largest city 
with a population of almost a half million, an 
elevation of 5052 feet. The climate is very even, 
never cold, never hot. The homes have neither 
heating nor cooling facilities. It is a beautiful 
city and has been spared violence; it is now as 
the Mexican Automobile Club’s guide says, “An 
unmarred reflection of Mexico's colonial past 
and also a mirror of the XXth Century progress 
with industries, factories and large markets.” 
Members and wives attending the meeting will 
have an opportunity to visit Tlaquepaque, a 


suburb where they make and sell articles of pot- 
tery, glassware, silver and other native craft 
items. There will also be a trip to Chapala on 
Mexico’s largest lake. 

Mazatlan, meaning “place of the deer”, is fa- 
miliar to many of our members as a famous fish- 
ing port. This city of 40,000 is situated on the 
Gulf of California and has one of the most beau- 
tiful setitngs on the west coast of Mexico. 

Our members who have attended meetings in 
Mexico do not need to be told about the hospi- 
tality always found there; those of you who will 
be going for the first time will come back trying 
to find words to describe it. 

You will soon be furnished with information 
concerning reservations and methods of travel 
available. 

Juan E. Fonseca, M.D. 
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Re: Cancer Insurance 


Dear Doctor: 


Here's an insurance plan that every person that is 
eligible should have- The Cancer Policy covers an 
entire family of husband, wife and unmarried children 
under 18 for an annual premium of only $15.00. If an 
individual, $7.50 annually- 


This policy provides up to $2500.00, pays for radium 
therapy, and many things even after you leave the 
hospital, including aoctor's charges. 


If you are under 55 you, too, might like this coverage: 
We will be glad to send you 4 folder on request. 


Very truly yours, 





Duke R- Gaskins, M. D- 
Medical Director 
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Phoenix, ye en 

456 N. Country Club Dr. 

esa, Arizona 

31 N. Tucson Blvd. 
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Editorial 


SURVIVAL 


Thomas Jefferson commented that it was an 
aim of the Declaration of Independence “to 
place before mankind the common sense of the 
subject, in terms so plain and firm as to com- 
mand their assent, and to justify ourselves in 
the independent stand we are compelled to 
take.” We must make that stand in establishing 
our defense program. 


The public must be made aware of the fact 
that our survival as a nation is at stake. We as 
medical men must assist and so establish the 
situation in terms that the public will under- 
stand, so that they will respond to this aspect 
of our defense. Unfortunately we must place it 
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in the terms of Civil Defense, a term that during 

Vorld War II in the U.S. was synonymous with 
playing tin soldier. And possibly because of this 
term it is a phase of our way of life that is not 
given just consideration and planning. 


We have remained a free nation because of 
the foresight of individuals such as General Le- 
may who have continued to demand adequate 
strategic air capability. No other position would 
have been so effective. It does not appear in our 
time that this retaliatory capability can be les- 
sened. 


Alongside this, however, we must develop an 
internal capability to survive as a nation. Our 
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CONTRIBUTIONS 


The Editor sincerely solicits contributions of scientific 
articles for publication in ARIZONA MEDICINE. All such 
contributions are greatly appreciated. All will be given equal 
consideration. 

Certain general rules should be followed, however, and the 
Editor therefore respectfully submits the following suggestions 
to authors and contributors: 

1. Follow the general rules of good English or Spanish, 
especially with regard to construction, diction, spelling and 
punctuation. 

2. Be guided by the general rules of medical writing as 
followed by the JOURNAL OF THE AMERICAN MEDICAL 
ASSOCIATION. 

3. Be brief, even while being thorough and complete. 
Avoid unnecessary words. 

4. Read and re-read the manuscript several times to 
correct it, especially for spelling and punctuation. 

5. Manuscripts should be typewritten, double spaced, and 
the original and a carbon copy submitted. 

6. Exclusive Publication — Articles are accepted for pub- 
lication on condition that they are contributed solely to this 
Journal. Ordinarily contributors will be notified within 60 
days if a manuscript is accepted for publication. Every effort 
will be made to return unused manuscripts. 

7. Reprints will be supplied to the author at printing cost. 
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government has established a stand which ne- 
cessitates that if and when war comes we must 
accept a tremendous blow. This could prove to 
be a mortal one if we are not prepared to accept 
it. The ability to recover from this blow and to 
survive an all-out attack is merely an extension 
of our arm of retaliation. The denial of the abil- 
ity to destroy a population magnifies the Rus- 
sians’ problem of offense many times. Proper 
preparation presents a serious threat to their 
ability to deliver a knockout punch, and their 
burden is increased by increasing the stress on 
their economy with extended military require- 
ments. 


If we as citizens and doctors are hard-willed 
enough to plan for survival, to prepare reason- 
ably secure fallout shelters, to practice emer- 
gency procedures, then we have taken a large 
step to eliminate panic and hysteria and are so 
organized that we can support the necessary re- 
taliatory forces. 


Our organization must take positive steps to 
meet the requirements that may be placed upon 
it. It must eliminate the defeatist attitude that 
there is nothing to be done. 


A re-evaluation of the potential target sites in 
Arizona and the planned targets that exist makes 
it possible for one to reach only one conclusion. 
This is a way of life that we must accept — we 
must take steps to live with this during the en- 
suing years and, if necessary, to survive the ini- 
tial destructive impact. 


This calls for reactivation of our Civil Defense 
committee with serious thinking on the part of 
those involved to properly evaluate the situa- 
tion, to adequately make recommendations for 
our survival and the care of the enormous num- 
ber of patients that would be turned upon us. 

Obviously, fallout is the problem, and inac- 


tivity plays only into the hands of the enemy. 


DWN 


A GUEST EDITORIAL* 

WATCH OUT! 

It is quite possible the powers that be in 
Washington have more than one reason for com- 
plaining about the prices of drugs. Senator Estes 


” Reprint from Virginia Medical Monthly, Vol. 87, pages 176- 
176, April, 1960. 
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Kefauver’s drug price investigating subcommit- 
tee would have us believe that the government's 
sole interest is “simply with the price of drugs— 
a price which*must be paid by someone under 
any system of medical care.” I think there is a 
psychological reason which they hope to keep 
under cover. This Senate antitrust investigation 
is just another cunning approach in the attempt 
to slip socialized medicine in at the back door. 
It appears to me that Mr. Kefauver almost gave 
this fact away in his opening statement when he 
said: “It is not the purpose of these hearings to 
question in any way the American system of pri- 
vate medical practice.” I react to this statement 
in the same manner I would if a small boy should 
rush into my office and exclaim: “Doctor, some- 
one batted a baseball through your back window 
—and I don’t want you to think that I did it.” 


If these investigators’ thoughts were just in 
the drug field, they should also be concerned 
about quality as well as price. They certainly 
have shown a lack of interest in the cost of phar- 
maceutical research and manufacturing, and 
without research, drugs would soon degrade in 
both quality and quantity. The Senator's line of 
reasoning in advocating that druggists be al- 
lowed to use generic instead of brand names, 
would throw the drug business into a tail spin 
within a short time. If one company spends a 
‘nillion dollars to produce a new drug, and an- 
other concern is allowed to copy the formula, 
pay none of the research cost, and market the 
product at a low price, the results would be dis- 
astrous. The better firms would go broke, initia- 
tive to find new drugs would be smothered and 
we would find ourselves advancing in reverse — 
back towards the “calomel and castor oil days”. 


I feel that these governmental probes are mo- 
tivated, primarily, for publicity. If they can at- 
tract enough attention by their investigations of 
the major drug manufacturing firms, and lead 
the American people into believing that the 
prices of drugs are too high, it might be possible 
to gain a large number of sympathetic listeners. 

They hope to stir up enough interest in the 
drug controversy to swing the spotlight away 
from the doctors for a while, give us a breathing 
spell, make us feel complacent and lessen our 
vigil against legislation like the Forand bill. It 
is the’r wish that we don’t get wise to their two- 
fold purpose of these investigations in relation 
to the Forand bill itself. First, they will attempt 
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to convince the public that older people, on so- 
cial security, will not be able to pay the high 
drug prices —and that the government should 
step in to help. Second, if these tactics could get 
a Forand type of legislation passed without 
enough medical publicity to stir up strong oppo- 
sition — they would be in position to widen so- 
cial security to cover everybody. Then we would 
have socialized medicine under another name. 


People, consciously, or unconsciously, associ- 
ate drugs and physicians together. An aroused 
populace against drug prices would not be too 
friendly towards the medical profession. Such a 
situation would gain recruits for a more effec- 
tive battle against the free practice of medicine. 
While we sit on the side lines, apparently un- 
molested, and watch the steam roller attempt 
to crush the drug firms, we must remain alert. 
We could get caught napping like Hitler did one 
time during World War II — when the Allied 
soldiers were issued heavy, long-handled under- 
wear. As soon as the Germans got wind of it, 
they rushed up to Norway while our troops 
poured into Africa. It behooves us to watch out 
for all sorts of misleading tactics, because this 
drug battle is only a sham attack. The medical 
profession is their chief objective. They hope to 
find time to reorganize their forces, turn upon 
us without warning and launch a surprise attack 
where and when we might least expect it. 


F. Clyde Bedsaul, M.D. 
Floyd, Va. 


1960 CONVENTION 


The most successful convention, the 69th, was 
concluded May 7, 1960. The registration of over 
400 is equal to approximately 40% of the mem- 
bership. This is indeed a record. The scientific 
program was superior, and the social activities 
were well attended where personal communica- 
tions were enjoyed. The physical facilities were 
above previous levels. 


That the Americans still enjoy this privilege, 
to change their minds, was illustrated by the 
scarcity of steaks at the dinner dance. If in the 
future, a convention evokes as few complaints 
as this one, it will be most successful. 


The exhibitors, who contribute (not for Ke- 
fauver), were well pleased, thanks to Roland 
Schoen, and we can thank Roland for the suc- 
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cessful novel organization. One potential exhib- 
itor, whose company chose not to exhibit this 
year, stated, “It was so good that I think the ad- 
mission fee for exhibitors should be raised next 
year. 


The writer, who will be charged with the re- 
sponsibility of organizing and directing the 1961 
meeting, is indeed challenged by the pattern 
set this year by Lindsay Beaton and his commit- 
tee. But we will try — if you have any construc- 
tive criticism or advice, it will be more than 
welcome — — — SEE YOU NEXT YEAR. 


LBS 


MEDICO-LEGAL DIGEST 


Notice is taken to the appearance of a month- 
ly publication entitled “Medico-Legal Digest” 
which is striving to take its place among the 
many publications of this type in carrying infor- 
mation to the practicing physician on the perti- 
nent application of the law to medicine. The 
Board of Directors of this publication include 
such famous names as LeMoyne Snyder, M.D., 
L.L.D. of “Court of Last Resort” fame, and Dr. 
Carl Wasmuth, M.D., L.L.D. from the Depart- 
ment of Legal Medicine, of the Cleveland Mar- 
shall Law School. 


It is hoped that this publication will present 
factual information rather than editorialize so 
that we may drew our own conclusions in the 
relationship of the law to medicine. 


IMC. 


SOURCE FOR STATISTICS 


HEALTH STATISTICS from the U.S. Na- 
tional Health Survey (Series B — No. 16, May 
1960) covers statistics on the number of injuries 
and days of disability due to injuries by type of 
injury, class of accident, sex, and age and is 
based on data collected in household interviews 
during the period July 1958 - June 1959. 


For this report, No. 584-B16 (price 30 cents ) 
and others in the series of Public Health Service 
Publications, order from the Superintendent of 
Documents, U.S. Government Printing Office, 
Washington 25, D. C. 
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David Marcus, M.D. 


Dr. David Marcus had practiced medicine in 
Tucson for the past 11 years, having moved there 
in 1948. He was born in Montreal, Canada and 
was a graduate of McGill University Medical 
School in Montreal. He interned at Manhattan 
State Hospital, New York City, 1923-24; Mt. 
Sinai Hospital, Cleveland, Ohio, 1924-25; and 
Sunny Acres Sanatorium, Warrensville, Ohio, 
1925-26. For a number of years he was in private 
practice in Cleveland. He was a Fellow of the 
American College of Chest Physicians. 


During World War II Dr. Marcus served as a 
major at Fitzsimmons General Hospital in Den- 
ver, from 1942-46. 
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David Marcus, M .D. 


1901 - 1960 


Dr. Marcus was a member of the Pima Coun- 
ty, Arizona, and American Medical Associations; 
the Association of Military Surgeons and the 
Trudeau Society. He was also a member of the 
Tucson Elks Club and Morgan McDermott Post 
of the American Legion. He was a former mem- 
ber of the Uptown Optimists Club. 

His widow, Bernice Mae, resides at 4102 E. 
Lester, Tucson. Their two sons are James of 
Tucson, and Bernard, of Sacramento. His mother 
is Mrs. Mary Marcus, of Ste. Agathe, Quebec; 
his brothers and sisters are Dr. Simon Marcus, 
of Tucson, Marc, of Montreal, Louis, of Van- 
couver, B. C., Mrs. Rebecca Shapiro, of Ste. 
Agathe, and Mrs. Fanny Plastock, of Cleveland. 


RESOLUTION 

WHEREAS, the members of the Pima County 
Medical Society recognize that the death of 
David Marcus, M.D. has caused the community 
in which he served to suffer the loss of a skillful 
and devoted physician, and 

WHEREAS, in particular, his colleagues in 
medicine feel a deep sense of personal loss in 
the death of a fellow physician respected for his 
ability and his ideals, and of a companion loved 
for his kindly wit and his unfailing gaiety of 
spirit, be it THEREFORE 

RESOLVED: That the Pima County Medical 
Society inscribe these sentiments in its perma- 
nent records, and convey to his family an ex- 
pression of sorrow and sympathy in this inti- 
mate grief. 
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Frank Cohen, M.D. — 1879-1960 


FRANK COHEN, M.D. 


Dr. Frank Cohen was born in New York City. 
He graduated from Columbia University in 1903 
and interned in New York and followed this 
with special training in pathology and practiced 
it exclusively for 30 years prior to coming to Ari- 
zona. He was a diplomate of the American Board 
of Pathology. 


Through the first World War Dr. Cohen 
served as a Captain in the medical corps. After 
the war he located in Quincy, Illinois, where he 
conducted his own pathological laboratory. At 
the same time he was pathologist to two hospi- 
tals in that city, St. Mary’s and Blessing, doing 
all of their laboratory work, conducting clinical 
pathological conferences and becoming, for one 
term, president of the medical staff of one of the 
hospitals. During this time he also served as 
secretary and later president of the local county 
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medical society in Quincy, Illinois. He was path- 
ologist to a state branch cancer clinic. 


Dr. Cohen eventually sold his pathological 
laboratory and traveled somewhat extensively 
before coming to Tucson. He served Pima Coun- 
ty General Hospital as pathologist from Septem- 
ber, 1950 to January, 1958 and became a mem- 
ber of the Fifty Year Club in 1953. Following 
his retirement from the county hospital, he and 
his wife traveled again in Mexico and overseas. 


Dr. Cohen’s widow, Constance Plaut Cohen, 
resides at 2820 E. Tenth Street, Tucson. Their 
three children are Mrs. Agnes Bogart of New 
York City, Mrs. Joanne Powers of Chicago, and 
George H. Plaut of Philadelphia. 


JOHN C. GODBEY, JR. M.D. 


Dr. John Campbell Godbey, Jr., died in Mo- 
renci, May 7, 1959. 


Dr. Godbey was born at Fayette, Missouri, 
June 11, 1914. He received his M.D. degree from 
the University of Texas Southwestern Medical 
College, Dallas, in 1944; interned at the Baylor 
University Hospital, Dallas, 1944-1945; served 
a residency in Obstetrics and Gynecology at the 
Baylor University Hospital 1945-1946; served in 
the Army of the United States 1946-1947 being 
honorably discharged with the rank of Captain; 
was licensed to practice Medicine and Surgery 
in Texas on May 1, 1944; practiced his profes- 
sion in that state from 1947 to 1956. 


He received a license to practice in Arizona 
on January 21, 1956. He immediately began 
practice in Morenci. He was at the time of his 
death a member in good standing of the Green- 
lee County Medical Society, the Arizona Medi- 
cal Association, and the American Medical 
Association. 
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‘Topics of (eeu Medical A ee 


Use of Triiodothyronine (T-3) in the 


Treatment of Acute Barbiturate 


Poisoning 


COMMITTEE ON POISONING CONTROL 


During the past two years a number of tele- 
phone inquiries have been received at the Ari- 
zona Poisoning Control Information Center con- 
cerning the efficacy of the thyroid hormone tri- 
iodothyronine (T-3) in the treatment of barbi- 
turate poisoning. The majority of these tele- 
phone inquiries apparently stemmed from a 
newspaper article(1) describing the use of tri- 
iodothyronine in counteracting a lethal overdose 
of barbiturates. The article concluded that “in 
the absence of an artificial kidney which gener- 
ally has been used in extreme cases of barbitu- 
rate toxicity, T-3 appears to be one of the best 
therapeutic remedies found thus far”. Also, dur- 


ing this period, the Arizona Poisoning Control 
Information Center received reports concerning 
two cases of barbiturate poisoning which were 
treated with the intravenous injection of triiodo- 
thyronine and one case which was treated with 
the intravenous injection of thyroxin. It was im- 
possible to assess the efficacy of the thyroid 
hormones in reversing the central nervous sys- 
tem depression caused by acute barbiturate in- 
toxication in these cases, since various combina- 
tions of analeptic agents, such as bemegride, 
metrazol, and caffeine and sodium benzoate 
were also employed. 

Since a search of the medical literature re- 
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vealed no clinical reports or experimental stud- 
ies on the use of triiodothyronine as a barbitu- 
rate antagonist, the Arizona Poisoning Control 
Information Center was prompted to conduct 
preliminary animal studies on the effect of the 
thyroid hormone on _ barbiturate-treated mice. 
These experimental studies consisted of deter- 
mining the effect of triiodothyronine on the 
sleeping time of barbiturate-anesthetized mice, 
a test which has been employed by other inves- 
tigators for evaluating the antidotal efficacy of 
analeptics in barbiturate-treated animals.(2, 3) 
For example, Shaw and co-workers have shown 
that the analeptic agent, bemegride (100 mg/ 
kg), when injected into mice and rats treated 
with pentobarbital (60 mg/kg), caused a 50 
per cent reduction in sleeping time of these ani- 
mals, (2) 

In the present studies male albino Swiss mice 
of the Webster strain, weighing between 14 and 
23 grams, were divided into test groups and 
control groups of 10 animals each. All animals 
were injected intraperitoneally with an hypnotic 
dose (80 mg/kg) of sodium pentobarbital. As 
the righting reflex was lost, each mouse was then 
injected intravenously with either a triiodothy- 
ronine solution or the requisite volume or nor- 
mal saline solution. Each group of test animals 
received one of eight dose levels of sodium lio- 
thyronine (sodium L-triiodothyronine)* con- 
sisting of 10 mcg/kg, 100 mcg/kg, 1 mg/kg, 10 
mg/kg, 25 mg/kg, 50 mg/kg, 150 mg/kg, or 
250 mg/kg. The sodium liothyronine solutions 
were prepared such that 10 ml/kg of the solu- 
tion contained the appropriate dosage. The nor- 
mal saline solution received by the controi ani- 

*Grateful acknowledgment is made to Smith Kline & French 
Laboratories, Philadelphia, Pa., for the sodium _liothyronine 
(Cytomel) used in this study. Sodium liothyronine was dissolved 


in 0.01N NaOH in saline solution according to the method 
of Murphy et al(5). 
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mals was adjusted to the same pH as the triiodo- 
thyronine solutions. The time interval between 
loss and recovery of the righting reflex was taken 
as the sleeping time. 

The result of the present experimental studies 
was negative. The test animals not only failed 
to exhibit a reduction in sleeping time, but in 
the higher dosage levels they actually exhibited 
an increase in sleeping time. The increased sleep- 
ing time ranged from 15% in the mice treated 
with 10 mg/kg of triiodothyronine to 49% in the 
mice treated with 250 mg/kg of triiodothyronine. 
Since the oxygen consumption of tissues from 
thyroid hormone-treated animals are reported to 
be greatly accelerated(4), it is tempting to spec- 
ulate that this factor may be involved in the 
prolongation of sleeping time in the barbiturate- 
poisoned animals treated with high dose levels 
of triiodothyronine. These studies would seem 
to suggest that the use of triiodothyronine for 
the treatment of acute barbiturate (and other 
central nervous system depressant) poisoning 
should be avoided, if not contraindicated. 

On the basis of the above preliminary animal 
studies and in view of the absence of controlled 
clinical studies, the Arizona Poisoning Control 
Information Center does not recommend the use 
of the thyroid hormones, triiodothyronine and 
thyroxin, in the treatment of acute barbiturate 
poisoning. 
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STATISTICS OF 66 POISONING CASES IN ARIZONA DURING APRIL, 1960 


AGE: 

69.7% involved under 5 year age group (46) 
1.5% involved 6 to 15 year age group (1) 
9.1% involved 16 to 20 year age group ( 6) 
9.1% involved 31 to 45 year age group ( 6) 
6.1% involved over 45 year age group ( 4) 
4.5% were not reported ( 3) 

84.8% accidental (56) 

15.2% intentional (10) 

21.1% occurred between 6 a.m. and noon (14) 

31.9% occurred between noon and 6 p.m. (21) 


13.6% occurred between 6 p.m. and midnight ( 9) 
7.6% occurred between midnight and 6am. _ ( 5) 


25.8% were not reported 


100% 
0% fatal 
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NATURE OF INCIDENT: 
TIME OF DAY: 



































OUTCOME: 
CAUSATIVE AGENTS: 

Internal Medicines Number Percent 
Aspirin 18 27.3 
Other Analgesics a 6.1 
Barbiturates 7 10.7 
Antihistamines 2 3.0 
Laxatives 3 4.5 
Cough Medicine 0 0.0 
Tranquilizers 2 3.0 
Others 5 7.6 

Subtotal 41 62.2 

External Medicines 
Liniment 2 3.0 
Antiseptics 1 1.5 
Others 0 0.0 

Subtotal 3 4.5 

Household Preparations 
Soaps, Detergents, etc. 2 3.0 
Disinfectants 1 1.5 
Bleach 0 0.0 
Lye, corrosives, drain cleaners 1 1.5 
Furniture and floor polish 2 3.0 

Subtotal 6 9.0 

Petroleum Distillates 
Gasoline 0 0.0 
Kerosene 0 0.0 
Others 0 0.0 

Subtotal 0 0.0 

Cosmetics ] 1.5 

Pesticides 
Insecticides 4 6.1 
Rodenticides 1 1.5 
Others 0 0.0 

Subtotal 5 7.6 

Paints, Varnishes, Solvent, etc. 0 0.0 

Plants 1 1.5 

. Miscellaneous 7 10.7 

Unspecified 2 3.0 

TOTAL 66 100.0 
Albert L. Picchioni, Ph. D. Willis R. Brewer, Ph.D Lincoln Chin, Ph.D. 
Pharmacologist and Director Dean, College of Pharmacy Pharmacologist 
Arizona Poisoning Control Program The University of Arizona The University of Arizona 
The University of Arizona Tucson, Arizona Tucson, Arizona 


Tucson, Arizona 
ARIZONA BLUE CROSS 
Arizona Blue Cross membership rose to an all time high of 229,604 members, 
as did Blue Shield with its 201,596 total members. Payments by Blue Cross to 
hospitals for the care of subscribers for 1959 were $4,962,581.32, which was by 
far an all time high in this respect. Payments to Blue Shield Participating Phy- 


sicians amounted to $2,765,120.32, or a combined payment for the care of 
Arizona Blue Cross-Blue Shield members of $7,727,701.64. 
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EARLY SYPHILIS EPIDEMICS 
IN ARIZONA 


Most Americans, and unfortunately, some phy- 
sicians are under the impression that penicillin 
has banished syphilis as a major health problem. 
Optimistic health authorities have reasoned that 
since penicillin could quickly render this disease 
non-infectious, and cure it, the end of syphilis 
was in sight. 

During the past ten years many of us have 
developed a complacency toward syphilis. This 
attitude is probably supported by the fact that 
we have reduced the incidence of this disease 
in the U. S. 70% since 1948. We have improved 
the diagnostic tests for this disease. One of the 
accepted schedules for the treatment of early 
syphilis is one injection of 2.4 million units of 
benzathine penicillin-G. Many also believe that 
even though we do not try to detect and treat 
this disease the widespread use of antibiotics 
alone will eliminate it from our population very 
soon. We forget that syphilis is a communicable 
disease. It is a communicable disease for which 
we have no immunizing agent. The only way 
it can be controlled is by finding cases and 
treating them before the disease is passed to 
others. This makes it possible for it to appear 
suddenly in epidemic form almost without any 
warning. This is what has happened in Arizona. 

Three epidemics have occurred during the 
past year, two in essentially rural areas and 
another in an urban. So far there have been 
one hundred and fifty-three (153) cases of early 
infectious syphilis treated as a result of these 
epidemics and the end is not in sight as far 
as one rural outbreak is concerned. This un- 
welcome news has caused public health authori- 
ties to re-evaluate our VD control program. It 
is also a warning to the private physician that 
the old enemy that we thought buried or at 
least on his last legs is healthy and strong again 
and ready to do battle. 

The first rural outbreak was discovered in the 
office of a private physician. A first trimester 
serology on a prenatal patient was returned 
positive with a high titre. An examination re- 
vealed recent secondary syphilis scars so the 
patient was diagnosed as having early latent 
syphilis. The physician wisely suggested that 
the husband come in before the wife finished 
treatment. This he did. He also was positive 
with a high titre blood and was also diagnosed 
as having early latent syphilis. The physician 
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attempted to interview the husband for con- 
tacts, but with little success. Like most busy 
physicians he did not. have the time it takes 
to establish rapport with the patient which is so 
necessary for a successful interview. 

The knowledge of this epidemic would have 
died right there, if a public health worker had 
not entered the field. The serologies on the 
above indicated persons were performed at 
the State Department of Health laboratory in 
Phoenix. It is the policy of the State Depart- 
ment of Health to follow-up all positive 
serologies reported by its laboratories on 
private physicians’ patients. It is done in the 
following manner: A_ venereal disease in- 
vestigator calls on the physician who sent the 
blood to the laboratory. He first determines 
if the patient is infected, if so, the stage of the 
disease. If the case has not been reported he 
helps the physician prepare the morbidity re- 
port card. If the case is infectious (primary or 
secondary) or potentially infectious (early 
latent) he inquires if the patient has been in- 
terviewed to determine, first, the sourse of the 
infection and second, to determine if the pa- 
tient has passed on this infection to others. 

If the patient has been interviewed by the 
physician the investigator next determines if 
the contacts obtained have reported for diag- 
nosis. If not, he offers to persuade these people 
to go to their physician for this purpose. If the 
patient has not been interviewed, the investiga- 
tor, who is a trained interviewer, offers to do 
this for the physician. 

In the case in question the physician was 
happy to have the investigator interview both 
patients. 

The following is a description of this epidemic. 
Fictitious names are used, and in some cases 
the events were altered slightly to preserve the 
confidentiality of this information; however, it 
happened substantially as described: 

Jack, the husband, a skilled worker with a 
good income, was interviewed first. He gave 
three contacts, his wife and two others. One of 
these latter two, and the one later determined 
to be the source of the infection, was a Mexican 
border prostitute never brought to treatment. 

The second contact was Rita, an attractive 
local divorcee. Rita was infected. It can be 
said that Rita was promiscuous to a degree, be- 
cause she revealed seven male contacts during 
her nine month incubation and infectious period. 
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Two of Rita’s contacts were infected. Both of end of such an epidemic. The border prostitute, 
these men were young and sexually active. When we term our base, may well be the apex of a 
interviewed they revealed twenty-seven (27) similar bird cage in Mexico. Any one of the 
contacts, nine of whom were infected. unlocated contacts may be the base of another. 
And now, as always happens when a chain We can only hope that all branches of the in- 
of venereal disease infection ensnares promiscu- fectious chains have been broken. We know 
ous groups, the lid was off. A simple chain of that it is necessary to maintain basic epidemi- 
infection now becomes almost too involved for ologic vigilance for a long period after such an 
two-dimensional representation, and might be epidemic to make sure that other epidemics do 
better represented as a roughly diamond-shaped not occur. 
bird cage with each point representing an in- This epidemic has proven that a group of 
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fected luetic bound by a spirochaetal wire to devoted local physicians and a dedicated public 
the source of its infection and in turn to that health worker can form an unbeatable team in 
individual it later infected. The whole epi- the fight against syphilis. 
demiological cage based on a single border Their work is illustrated by Table I and 
prostitute widens at its middle section to include Chart I. A total of sixty-seven (67) cases were 
some seventy-two (72) contacts and suspects treated for syphilis. Sixty-three (63) of these 
and finally terminates in several loose ends. were in the infectious stage (primary, secondary 
These loose ends in most cases represent prophy- and early latent syphilis). A total of thirty-four 
lactically treated individuals, and in a few cases, (34) were open lesion cases (primary and sec- 
contacts who could not be located. ondary) and the others were non-infectious or 
It is difficult to define the beginning and the _ latent cases of syphilis. Chart I shows how these 
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cases formed an epidemiologic pattern among 
the four hundred and four (404) persons in- 
volved. 

URBAN EPIDEMIC 

The urban epidemic has involved over one 
hundred (100) Phoenicians in a sexual chain 
that crosses and recrosses this city. 

A total of eighty-six (86) of these suspects 
were examined in the clinics of the Maricopa 
County Health Department. Twenty-one (21) 
of these persons were diagnosed as having early 
infectious syphilis. There were nine (9) others 
treated prophylactically on the assumption that 
they were in the incubation stage of the dis- 
ease. Sixty-six (66) suspects were referred to 
their private physician for diagnosis with three 
(3) being diagnosed as infected. 

This chain of infection began with Abe, 
twenty-three. A big good-looking truck owner 
and operator. Ten months ago he took a load 
of furniture into Los Angeles, waited a day 
and apparently a long active night for a load, 
and then came back “light” to Phoenix, no 
cargo except an _ unsuspecting incubating 
chancre. 

Abe was certain, with some reason that the 
chancre was merely an abrasion not serious 
enough to limit his social life. He is not a heavy 
drinker, yet he spends every free evening in a 
tavern. After five or six beers there is almost 
inevitably a pick-up. He named nineteen such 
at this time. 

One of his favorites was Jane, eighteen and 
good looking. Abe infected Jane. Jane also 
claims Abe was the man who got her pergnant. 
She didn’t really blame him in either case, “for 
after all that’s a man’s nature.” She still thinks 
of herself as Abe’s girl, in spite of the fact she 
named seven other sexual contacts besides Abe. 

Abe also infected Wanda, a tall attractive 
woman of twenty-three, who knew how to 
capitalize on her good looks. Unfortunately, 
Wanda was also a chronic alcoholic. She, like 
Abe, frequented taverns and never lacked for 
men to buy her drinks. She could remember 
the names of nineteen men who had been her 
drinking as well as sleeping companions. She 
admitted that there were probably several more. 
She infected ten of these nineteen contacts. 

An experienced venereal disease clinician was 
equal to this situation. Working close with two 
Maricopa County venereal disease investigators 
he began to treat all sexual contacts of in- 
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fectious persons with 2.4 million units of benza- 
thine penicillin-G whether or not they had 
symptoms of the disease. 

It could be argued that this procedure is not 
good medicine. It may not be, but unusual 
situations sometimes require heroic measures 
to combat them. This, to say the least, was an 
unusual situation and the measures taken solved 
the problem effectively. While these measures 
may not have been good medicine they were 
certainly good public health. In fact this is a 
classic example of how to stop an explosive 
syphilis epidemic. 


EARLY SYPHILIS EPIDEMIC 
IN YUMA COUNTY 
During the past three years a model venereal 
disease control program has been in operation 
on the Yuma-San Luis border. The basis of 


EARLY SYPHILIS EPIDEMIC 
YUMA COUNTY, ARIZ. 
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this program has been close cooperation be- 
tween the Yuma County Health Department 
and the San Luis Municipal Health Department. 
Prior to three years ago an average of one 
hundred to one hundred and twenty-five cases 
of gonorrhea were reported from Yuma County 
during the height of the agricultural harvest 
season. Most of these cases were in the Mexican 
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national farm labor group. At the height of 
harvest season there were approximately eight 
thousand of these men in the area. 

The recreation facilities for this number of 
men in the area were limited and almost to a 
man they seek recreation in San Luis where 
open prostitution is practiced. Three years ago 
a new health officer arrived in San Luis and 
instituted a close control program among the 
prostitutes in San Luis. This included weekly 
injections of penicillin “PAM” and a weekly 
or bi-weekly physical examination. The infec- 
tion rate immediately dropped from one hun- 
dred twenty-five to five or six each month. The 
infection rate among the general population in 
the county dropped in the same _ proportion. 
These low rates were almost unheard of else- 
where along the border. 

This happy situation existed until the latter 
part of October, 1959. At that time a military 
base suddenly reported four cases of primary 
syphilis. These cases were interviewed by mili- 
tary personnel and their contacts were from two 
houses of prostitution in San Luis. The next day 
seven new cases of primary syphilis were re- 
ported by the insurance physician from the 
braceros in this area. An arrangement had pre- 
viously been made to have all cases of infec- 
tious venereal disease found by insurance doc- 
tors interviewed by the investigator at the Yuma 
County Health Unit. He immediately contacted 
and interviewed these seven men. They also 
gave contacts from the same two houses that 
were given by the infected military personnel. 
These contact reports were taken immediately 
by this investigator to the director of the mu- 
nicipal health department in San Luis. Action 
was immediately taken and all girls in the two 
offending houses were examined. Two girls 
in one house and one girl in the other were 
found to be infected and were treated. All the 
rest of the girls in the two houses were treated 
prophylactically. 

Within the next two weeks two additional 
cases of primary syphilis were reported by 
military and fifteen additional cases were re- 
ported by the bracero insurance doctor. Again 
all contacts elecited were in the houses of pros- 
titution in San Luis. The two offending houses 
were again named and three additional entered 
into the picture. All contacts were immediately 
taken to the San Luis Health Department and 
additional girls were found to be infected and 
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were treated. 

We were just congratulating ourselves on the 
fact that this epidemic had apparently missed 
the general population of the state when two 
local doctors reported three cases of primary 
syphilis in the general population. Again the 
investigator went into action and received per- 
mission from the physicians to interview these 
cases. One of these cases left the state before 
he could be interviewed, the other two were 
interviewed by the investigator, but again all 
contacts were in San Luis. 

There then followed a period of two or three 
weeks lull in which no additional cases were 
reported. Everyone congratulated themselves on 
the fact that the epidemic apparently had been 
stopped. However, additional cases started to 
turn up, particularly in the bracero group, and 
were reported more or less steadily for several 
weeks, then the epidemic ceased. It is hoped 
that it will not flare up again. 

At this date sixty-five cases of primary and 
secondary and one case of early latent syphilis 
have been identified in this epidemic. Five other 
cases have been reported as primary syphilis, 
but four of these were later diagnosed as gon- 
orrhea and one as not infected (see attached 
chart). Of these sixty-six cases, fifty-one gave 
contacts in houses of prostitution in San Luis. 
Three gave contacts in San Luis who were not 
prostitutes. One gave contacts in other parts of 
Mexico. One claimed no contacts anywhere, and 
ten were not interviewed. Of these ten not in- 
terviewed, six were braceros who returned to 
Mexico before the investigator could find them 
for an interview. Epidemologic reports have 
been sent to Mexico asking that these men be 
interviewed, but no reply has been received on 
any of them. Two of the other four who were 
not interviewed were transients who left the 
state before they could be interviewed. A good 
address was found for one of them in an adjoin- 
ing state. A report has been sent to this state 
and we hope to get a report of an interview. 
The other one left the state for work, but is 
expected back at his family residence in Yuma 
at any time. When he returns he will be in- 
terviewed. Two braceros have not been in- 
terviewed as yet. One is on vacation in Mexico 
and will be interviewed when he returns and 
the other was taken to another part of the state 
where he will be interviewed shortly. 


Table I indicates that this epidemic is pri- 
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marily in the adult population. Of the forty-nine 
infected braceros only two were under twenty 
years of age. Both were nineteen. One civilian 
case was seventeen years of age. One of the 
military cases was also seventeen years of age. 


TABLE I: AGE DISTRIBUTION OF 
INFECTED PERSONS 
YUMA COUNTY EARLY SYPHILIS EPIDEMIC 


Age All Cases Bracero Military Civilian 


14-19 4 2 1 1 
20-24 18 11 6 1 
25-29 18 15 1 2 
30-34 7 5 2 
35-39 13 12 1 

40-44 4 3 

45-49 1 1 

50-54 

55-59 1 1 
All Ages 66 49 9 8 
Summary 


The past eighteen months have been one of 
rude awakening for physicians and public health 
workers interested in venereal disease control. 
These epidemics of early infectious syphilis 
have occurred, which have reminded us _ that 
this is a communicable disease which can ex- 
plode in our population at any time. These large 
epidemics and numerous other small ones have 
been responsible for a thirty-nine per cent in- 
crease in the number of primary and secondary 
cases of syphilis reported during calendar year 
1959 over 1958, and over a two hundred per cent 
increase during the first four months of 1960 
over the same period during 1959. 

Arizona State Department of Health ... ..... 
C. G. Salsbury, M.D., F.A.C.S., Commissioner. . 


AAPS ESSAY CONTEST WINNER 


Miss Ann DeLeeuw, 1151 W. Royal Palm 
Road, Phoenix, Arizona, after garnering the first 
place among contestants here in Arizona, was 
recently adjudged second-place winner at the 
national level (prize $500.00) in the 1959-60 
Association of American Physicians and Sur- 
geons’ Freedoms Program, Inc. essay contest for 
high school students. Miss DeLeeuw chose for 
her subject “The Advantages of Private Medical 
Care”. Essayists are given their choice of this 
subject or “The Advantages of The American 
Free Enterprise System”. First prize nationally 
was written on the latter subject and was won 


August, 1960 


by Miss Sherry Saxton, a junior at Elmira Free 
Academy, Elmira, New York. 


That Miss DeLeeuw’s effort was awarded this 
high honor is a tribute not only to her own ca- 
pabilities but also to the Maricopa County Med- 
ical Auxiliary who sponsored the AAPS essay 
contest locally. The further education of the 
youth of America in the basic principles which 
laid the basic foundations and were the guiding 
factors for the social, political and economic 
growth of our Republic is made possible by the 
enlightenment gained by participation in the 
AAPS Freedoms Program contest. 


The text of Miss DeLeeuw’s essay follows: 


L. D. Sprague, M.D. 
Arizona Chairman 
AAPS Essay Contest 


The Advantages Of Private Medical Care 


America is probably the leading nation in the 
world today, and it owes this leadership to the 
fact that it is a thriving democracy. Take away 
its freedoms for a moment and it would crumble 
into oblivion like the ancient empire of Rome. 
Democracy has made America great and will 
keep it great, if the people never lose sight of 
this fact. 

In recent years, the citizens of our Nation 
have looked around and found a health problem 
marring its surface, like a scratch on a brand 
new car or finger prints on a freshly painted 
wall. Then, instead of facing the problem, they 
panicked, screamed for help, ranted and raged 
and came up with the supposed answer — So- 
cialized Medicine or Government Operated 
Medical Care. They forgot that America is the 
healthiest large nation in the world with the 
highest standards of health care.(1) And, it is 
the only nation that spends an adequate amount 
on medical research.(2) They forgot about de- 
mocracy and their much loved liberty and pro- 
posed a positive step towards Socialism. 

As presented to the people, Socialized Medi- 
cine gives every indication of being the eradi- 
cator of the American Health problem. It offers 
free medical care to everyone regardless of race, 
color, or creed. Everyone has health insurance 
and under the plan all expenses seem to pass 
away. They seem to pass away, but actually 
they merely change from bills into taxes. No one 
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gets something for nothing from the Federal 
Government, the State, or anyone else. The peo- 
ple can’t turn the responsibility for health over 
to the State and expect to remain free.(3) From 
the outside looking in, Socialized Medicine looks 
pretty nice and it is a temptation to want to try 
it. But, we need not try it to know what it is like. 
We need only to look at England and see how 
Socialized Medicine has worked for her. So- 
cialized Medicine was introduced into England 
about 30 years ago, with the promise of first rate 
medical and surgical care for the whole popula- 
tion. But, today it is easy to see that it has been 
impossible to keep this promise. At best, they 
have only been able to provide second rate 
treatment and in some cases less than that. There 
are just not enough trained doctors and nurses 
and enough medical facilities to care for its 
48,000,000 people. Over-worked doctors and 
over-crowded hospitals have gradually led to 
greatly deteriorated medical care. A physician, 
who practiced in Britain, in talking about Eng- 
land, himself wrote “Public health measures, 
such as venereal disease control, child and ma- 
ternal welfare, immunization against contagious 
diseases, water and milk sanitation — which 
Americans take for granted — are literally a gen- 
eration behind the United States.”( 4) 

More important than the inefficiency of the 
plan is its Socialistic organization. Every doctor 
is told where to practice and in many cases what 
to do. He is assigned his patients and comes to 
consider the health of the patient as a thing to 
be cared for in order to improve the efficiency 
of the community. (5) 

The patient, on the other hand, has difficulty 
in seeing his doctor and when he does see him 
receives on an average about three or four min- 
utes of medical attention. He is often unable to 
receive needed hospitalization and all the con- 
fidential patient-physician relationship, which 
Socialized Medicine promised, is destroyed. 

The people are free to refuse the plan but if 
they do, they will have to pay twice as much 
for medical care as anyone else. Doctors can also 
refuse to join the plan, but on their own, they 
will be unable to earn a living. The majority of 
the people will seek free medical care rather 
than pay the doctor, which would mean paying 
double. Therefore, there would not be enough 
people with sufficient financial means to support 
the private doctor. 

Economically, Socialized Medicine has cost 
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about triple the estimated amount.(6) Conse- 
quently, something had to be done. Free false 
teeth were dispensed with and then free wigs 
for the bald and free spectacles. Still more mon- 
ey was needed and a small charge was made on 
each prescription and finally taxes were raised. 
The people are paying more for poor medical 
care and doctors are wasting precious time and 
money treating petty and imaginary ills. People 
who would not think of consulting a doctor un- 
der our present system are taking up his time 
with every scratch and headache, with the result 
that others who seriously need attention often 
have to wait and suffer needlessly. 

Idealistically, Socialized Medicine is fine but 
put into practice, it just doesn’t work. To quote 
from a British accountant “I used to be a lead- 
ing advocate of National Health Service. I made 
speeches in its behalf, I preached its gospel to 
everyone I met. I am ashamed of myself now. I 
want to do everything I can to correct this 
wrong. It was an Utopian idea, but not practi- 
cal. I can see that now. This past winter both of 
my children fell ill at the same time. When I 
called my district doctor, he politely but firmly 
told me he could not find the time to come to 
my house to see them. His office was crowded 
with patients, and I could report him to the 
Ministry of Health if I wished but he intended 
to make no more home visits that day with an 
office overflowing with clamoring patients, many 
of whom had waited all day to see him. So, fool- 
ishly, I bundled my children into a cab and took 
them to see him. He gave them some medicines. 
They were very sick for a long time after that. 
In fact, I nearly lost both of them. The next time 
one of them became ill, I didn’t hesitate, I called 
a private doctor and he came within the hour. 
Before you Americans go any further in adopt- 
ing any schemes like ours you had better make 
certain you have at least double the number of 
Medical personnel and facilities you now have. 
Otherwise, you will have to spread out what you 
have got to achieve quantity at the expense of 
quality. And quality in medical care, I have 
found, may well mean the difference between 
life and death.” (7) 

The Medical profession and many other peo- 
ple realize that there is room for improvement 
in our present medical system and are working 
to alleviate this situation. However, it is not a 
simple matter to provide efficient and effective 
medical care for the poor and underprivileged 
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without politics becoming involved, and Politics 
and Medicine just do not mix. It will take time 
and much study and planning before a solution 
can be reached. In the meantime, while a solu- 
tion is being sought, we should see that the vot- 
ing public is not led astray by the sugar-coated 
promises of Socialized Medicine and should at- 
tempt to protect them from falling into a situa- 
tion that offers less than we now have. If we are 
the healthiest large nation with the highest 
health standards, why jeopardize this by substi- 
tuting Socialized Medicine for Private Medical 
Care? 

At present America is spending a tremendous 
amount of money on Medical Research, but un- 
der Socialized Medicine this is almost impossible 
since there is never enough money to supply 
equipment, medicine, and care for the masses. 
Is it not better to eliminate a disease or the dan- 
ger from that disease than to have to continue 
treating its victims? And, in the long run, isn’t 
it cheaper? This definitely appears to be so. 

If America, after looking at the experience of 
England, still proposes to try Socialized Medi- 
cine, it is walking into a trap that ten Commu- 
nist fronts are working for.(8) Free men have 
added twenty years to the average life expectan- 
cy, eliminated the danger of disastrous epidemic 
from such diseases as Diphtheria, Smallpox, etc., 
and reduced the death toll greatly. 

If we want to prevent our Government from 
becoming a Socialistic State, why advocate So- 
cialized Medicine? Free men have made Ameri- 
ca a leader and free men are the only ones who 
can keep it that way. I am sure that no Ameri- 
can — poor or otherwise — would be willing to 
trade Democracy for Free Medical Care. 

In every major city of the United States, there 
are free clinics that provide excellent medical 
care for the poor — with the top medical men 
in the country offering their services without 
charge. Why trade this quality for quantity? 

Many doctors never collect for some cases, 
and the average doctor is much more lenient in 
dealing with John Smith than is the tax col- 
lector.(9) 

It is up to the individual to decide upon So- 
cialized Medicine, but every man should be ei- 
ther for it or against it, according to his belief. 
Because, according to Dante “the hottest places 
in hell are reserved for those, who, in a period 
of moral crises, maintain their neutrality.”(10) 


August, 1960 
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ARIZONA ACADEMY OF 
GENERAL PRACTICE 


Excerpt from The Board Meeting, May 4, 1960 


“In connection with the proposed fee schedule 
that was to come up before the Arizona Medical 
Association, a resolution drawn up by the Fee 
and Contractual Medicine Committee of the 
Arizona Academy of General Practice was dis- 
cussed. This resolution after some discussion 
was adopted. It reads: 


‘Be it resolved that the Arizona Academy 
of General Practice is in favor of a relative 
values scale system for fees. It is further 
recommended that this be a continuing 
study, and that at periodic intervals, it be 
critically analyzed and necessary adjust- 
ments made’.” 
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HOW MAJOR VOLUNTARY HEALTH AGENCIES SPEND THEIR MONEY 
Percentage of Funds Spent in Last Budget Year 


Raised Fiscal Year Medical Ls M.D. Research Communi . 
Name of Agency Funds te” dee te — a" Raising sek 
National Foundation $34,000,000 1-31-59 53% 12% 11% 7% 13% (4.7*) 4% 
American Cancer $30,373,000 8-31-59 30 28 24 10 8 
National Tuberculosis 


Christmas Seal $25,955,390 3-31-59 2 3 34 24 15 22 
American Heart $24,004,865 6-30-59 37.5 22.5 14.5 13 11.8 
National Society for 
Crippled .Children 
and Adults $16,791,850 8-31-59 60.3** 2 7.4 3.3 15 12 
United Cerebral Palsy $ 9,508,000 9-30-59 35 7 13 29 11 5 
National Assoc. for 
Mental Health $ 5,510,470 12-31-59 22 38 19 7 14 
Muscular Dystrophy 
Assoc. of America $ 5,508,618 3-31-59 22 42 10 7 13 6 
Sister Elizabeth Kenny 
Foundation $ 4,975,000 12-31-59 47 16 24 1 9 3 
Arthritis & Rheumatism 
Foundation $ 3,605,612 6-30-59 30 29 11 14 16 


*Headquarters only 
**Includes sizable expenditures classified also as “Community Services”. 
Compiled by the A.A.F.R.C., with the co-operation of the agencies. Since there is 
no standard form of accounting, these reports are not necessarily entirely com- 


parable. 
PHYSICIANS’ CONTRIBUTION TO MEDICAL EDUCATION BY STATES — 1959 
Number of Contributors Amounts of Contributions 

State 1958 1959 1958 1959 
re rere 586 568 $ 8,387.16 $ 13,051.42 
SL occas undatadibencen 7 16 1,414.50 1,668.15 
EP rer rer 923 1,003 12,638.97 13,415.00 
EE nidubdcnenccuec os 56 159 3,044.50 3,230.90 
ib canine nna 15,385 16,710 171,611.20 192,646.62 
SE, Gcccneenedaanse ce 787 807 21,326.70 23,372.50 
SS dewcnes wewannen 718 1,160 16,271.53 29,175.26 
NE os co biag wide oe mmaie 139 144 5,359.55 5,417.89 
DR EE Siviwavdcar ane 249 198 11,412.50 9,275.00 
DE cigiebntsncarecnnan 198 266 6,978.15 10,468.15 
SEN ae Ganbaguseceunan™ 230 387 4,494.60 8,488.96 
SEN Naas Gaeraadaekes kee 50 83 1,767.48 3,910.00 
SEE. cc tennins chaeba eee 156 105 3,031.45 2,918.59 
iit aca nap anaienedie 9,289 9,559 200,191.59 200,471.56 
DEE aa sawencghcann¥ens 4,054 4,126 50,259.97 51,661.90 
SR Esc ce bk waarmee rae 96 176 6,220.00 11,493.90 
0 ee peers ae 591 579 15,251.22 16,525.10 
SE eaux wees Suwanee 58 124 2,425.68 4,004.20 
DE, (bs s+ cakwwdenweenas 120 177 3,725.87 4,322.47 
DR ceciccnvieurceduautad 53 61 1,232.75 1,606.30 
SE: chvwescnbwnceuwe 247 661 7,316.50 12,035.05 
Massachusetts ............-. 181 237 7,767.91 9,078.19 
DE, Gaksadwedewceenan 298 621 10,974.83 18,611.23 
REE, hiccccdcnuseeneues 1,547 1,725 33,297.50 38,771.27 
ED wecice cu eae aban 138 194 3,033.36 5,180.50 
PE taper eanetnawarnne 240 308 9,049.14 11,334.45 
DL és: cusaceenn cheat’ 115 137 4,259.46 3,882.24 
PE. ciseccchbbandunwe 174 296 9,506.06 12,124.00 
ee eer 383 318 7,055.34 6,274.50 
New Hampshire ........... 119 144 2,635.06 3,201.00 
OE re 213 214 48,697.16 18,368.41 
tn .6.2ce0sntaknes 150 143 7,446.00 6,337.38 
Se 3,604 3,820 49,636.39 56.502.70 
Pent GUND occcscsneces 180 182 5,338.89 5,995.84 


Pree 90 157 4,080.00 6,044.11 
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NN fg ie ah ah ale vee name 1,085 
IE wien ons cna ag ws 66 
EN aiuteweenaedaumedeeie’ 151 
NE Gkvseeeweows's 2,030 
GED kibacscinsscsecees 3 
Er 31 
South Carolina .........0<- 744 
SE ED o.cccoecccenes 166 
ME (kaendnecdensacos 144 
SE - checendudenane saad 2,117 
DD Cecanunieehonesustecus 520 
6 he yen we iae 129 
ee eee 230 
kc cceenemeaacon 356 
TEED WEED ce ccctccececee 208 
ae dates jqulaawalin 216 
EE, adc wdewaweceeae ate 104 
DE. awachiacwanaweenese 5 


National Organizations ..... 
*Interest on securities not included. 
MEE. é6nccewssenwn 49,729 


AMEF — 1959 
17.2% increase since 1958 
36.7% increase since 1957 


The conclusion of the 1959 year found a 
marked increase in funds contributed by phy- 
sicians to medical education through the Foun- 
dation. The complete breakdown of designated 
contributions has not been compiled. 

The Foundation closed the 1959 books on 
January 31st, 1960, with a total of $1,195,824.79, 
an increase of $75,780.10 over the 1958 total 
which included a gift from the American 
Medical Association of $100,000. The total in- 
crease in contributed money, therefore, is 
$175,780.10, or a 17.2% increase over the con- 
tributed amount of the preceding year, not 
including the AMA grant. The two-year increase 
in the actual amount of contributions, discount- 
ing AMA grants, is an extraordinary 36.7%. 

We would not want it thought that the AMA, 
by allowing us to progress without the grant 
this year, has indicated any lesser interest in 
the welfare of the Foundation. To the contrary, 
all of our expenses — administrative and other- 
wise — are paid through the generosity of the 
AMA so that, as always, every dollar contributed 
goes directly to the schools. 

These figures will be gratifying to everyone 
who has put forth time and effort to make the 
medical profession’s support of medical educa- 
tion a significant amount. It represents an in- 
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1,340 41,651.20 51,062.63 
95 1,602.50 2,478.06 
325 6,539.00 9,197.65 
2,048 63,699.70 63,257.64 
+ 33.00 115.00 
34 892.00 835.00 
223 40,149.36 68,634.44 
201 6,615.00 7,603.50 
866 6,916.19 49,067.90 
2,341 44,013.90 50,113.25 
827 11,064.75 10,914.20 
136 2,507.00 3,046.82 
268 8,875.50 11,302.50 
399 11,239.03 18,773.07 
205 7,735.04 7,286.12 
317 8,611.23 11,814.33 
200 2,671.32 3,416.80 
2 90.00 20.00 
3 6,021.46 

55,399 $1,020,044,69* $1,195,824.79* 


crease in almost every state, both in the number 
of contributors and the dollar amount received. 
This is a tribute to every individual worker, to 
every city and county chairman, to every state 
chairman, and to all of those who have given 
of their time to achieve this much needed fi- 
nancial aid to medical education. The medical 
society executive secretaries and their staffs have 
given their full cooperation, as have the officers 
of the various societies. This new total was only 
possible with the combined efforts of all of 
those who have worked so hard to acquire this 
fund in 1959. 

The following tabulations set forth in detail 
the results of our year’s work by state. 1958 
figures are included for comparison. Figures 
for medical school designation and for general 
distribution will be reported to you later. 

JAY B. OLIVER, 
Associate Executive Secretary 


AIR POLUTION IN ARIZONA Ill 
Contrary to popular belief, the air we breathe 


is not free. Moreover, the cost of a decent breath 
of fresh air is steadily increasing. Every day, we 
citizens pay by way of increased taxes for the 
things now done to keep our air in an usable 
condition. And we also pay in other countless 
ways for our failure of not keeping the air in a 
good condition. 

How can we ascertain the cost of air pollu- 
tion? Unfortunately, the exact costs of air pol- 
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lution and its control are hard to determine. In 
1949, the Department of Business and Industrial 
Economics at Stanford University Research In- 
stitute estimated that the cost per person at 
about $10 per year. Using similar data, the Ar- 
mour Research Foundation in Chicago estimated 
that in 1958 the cost went up to $65 per person 
per year. This increase is due to the growth in 
population and expansion in heavy industry. As 
the two grow, the air over our cities is used 
more frequently and more intensively so that 
now protecting our air is becoming increasingly 
important, and also, increasingly costly. It can 
be said therefore, that the price of prevention 
is high, but the price of neglect is higher still. 


Just how high can the price of prevention go? 
The chemical industry alone spends some $40 
million a year to operate its air pollution con- 
trols, not to mention the cost of the equipment. 
The automobile industry is now actively engaged 
in research and development of a practical way 
to eliminate the fumes from cars and has spent a 
considerable amount of time as well as money 
on the problem. From reports of the progress at 
present on the problem, the outlook seems to be 
encouraging, but nevertheless, more time and 
money will have to be put forth to achieve the 
desired solution. In the foundry industry, about 
10 per cent of the capital investment is used for 
processes and equipment to help reduce the 
amount of waste materials in the air. Along 
these same lines, a utility company in a large 
city recently spent a large sum of money in plac- 
ing smoke elimination equipment in its power 
stations. 

The exact influence of dirty air on the tourist 
trade here in Arizona and Phoenix in particular, 
is difficult to estimate, but its effects and direct 
costs must be enormous. The present favorable 
aspects of Arizona’s climate is a big factor in 
the economy of the state and is well worth care- 
ful future consideration and protection. 


One rather amusing incident showing that air 
pollution knows no bounds is in the fact that the 
problem is a well known one to the cosmetic in- 
dustry. One major manufacturer spends over 
$25 per day, not including the cost of the equip- 
ment, to protect the residents of a local area 
from highly perfumed air. So it would seem that 
we humans can get too much of a good thing. 

As has been stated previously, the exact 
amount that is spent on air pollution control by 


MEDICINE 493 
the various industries is difficult, if not impossi- 
ble, to obtain. But through estimates furnished 
by several industrial concerns, a figure of cer- 
tainly not less than $300 million is spent annual- 
ly on the problem. The economic burden is also 
felt by local and state agencies as well as the 
federal agencies. All three agencies maintain in- 
spection and other services that cost the taxpay- 
er about $12 million yearly. 

The deleterious agricultural affects can only 
be referred to as crop, animal, and insect dam- 
age and has only been roughly assessed. 

What about the cost of neglect and how does 
it cost you and I? One estimate of professional 
air pollution engineers state the following: if all 
the dirt that accumulates in the air of an aver- 
age city in a year’s time were to settle to the 
ground suddenly, this city would have a 21 foot 
covering of debris and soot. Take all this air- 
borne debris, added to the invisible and destruc- 
tive gases, and you have an estimated $4 billion 
per year bill to be paid by industry and the pub- 
lic. 

How can we arrive at such a huge sum? Here 
are the facts, most of which come from the daily 
papers and trade journals. Ask any white-collar 
worker who resides in a smokey city how much 
his cleaning bill is for a year. The public spends 
some $3 billion a year in cleaning and laundry 
bills alone. Most of this sum of money comes 
from people who reside in areas of high contam- 
ination. Ask any woman how often she has to 
clean her walls, curtains, and floors in this type 
of city and you can understand how the national 
cleaning bill averages $3 billion each year. 

The Director of Smoke Control in New York 
City estimated that the population of the city 
could reduce their cleaning costs some $50 mil- 
lion a year if the city had active pollution control 
laws that were enforced. Strict pollution laws in 
other cities with a worse situation than New 
York City would save even more. Then too, 
many people are now making use of electronic 
dust and dirt removers in their homes. These de- 
vices remove almost all particles from the air by 
electrically charging them and causing their ad- 
hesion to removable, readily cleaned plates. No 
doubt these cleaners help the homemaker main- 
tain a clean look inside by having clean walls 
and furnishings. 

Property values must also be included in the 
cost of neglect. Nobody desires to live in a 
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stench-ridden or dirty city. One mid-western 
city estimated that it cost $25 million a year in 
property depreciation prior to its clean-air cam- 
paigns which are still operating on a successful 
basis. Now this city serves as a model for other 
cities to observe as to what can be done with a 
once serious problem. 

The American people use approximately 300 
million gallons of paint a year to hide and pro- 
tect from the effects of oxidation and corrosion 
in one form or another. But despite the amount 
of preventives used to arrest corrosion, the an- 
nual bill runs well over $7 billion according to 
the paint industry. Some experiments have 
shown that unprotected ironwork corrodes six 
times faster in large cities than in rural areas. It 
was also shown that sulphur compounds corrode 
every type of building material, including ce- 
ment and stone. Some corrosion will occur when 
as little as 0.5 parts of sulphur dioxide per mil- 
lion parts of air are present over a community. 
New York City frequently has 1 to 2 parts per 
million of sulphur dioxide present and on some 
occasions, 3 parts per million have been noted. 
One can only speculate as to the corrosion tak- 
ing place at any given moment when the sulphur 
dioxide count is high. 

Not to be overlooked, are the damage suits 
that occur and are caused by air pollution. Law- 
suits resulting from the Donora, Pennsylvania 
smog in 1948 now total over $4 million. From 
that incident in 1948, it will be remembered 
that 20 persons lost their lives due to air pollu- 
tion, and many more claimed injuries. Air pol- 
lution suits are commonplace in the Los Angeles 
area where it is estimated that half a million dol- 
lars damage is done to crops annually. Undoubt- 
edly, there are many more lawsuits that are 
blamed to air pollution that the general public 
never hears or reads about. 

As an aid to reducing the car exhaust nui- 
sance, planning and the extensive efficient pub- 
lic transportation systems is imperative. The Los 
Angeles problem is made much worse by the 
use of private automobiles for daily commuting 
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as medium-range public transportation is inade- 
quate. The development and use of new meth- 
ods of fast, regular transportation is needed 
right now here in Arizona. The author foresees 
the day when a mono-rail system could be ef- 
fectilvely used in the greater Phoenix area. The 
advantages of such a system are enormous. 


We must also consider the cost of health in 
the problem of air pollution. How we feel on a 
gloomy day when there is an excess of odors, 
aerosols, and other pollutants cannot be meas- 
ured in dollars and cents. But it probably could 
be measured in job efficiency and perhaps, ab- 
sences from work. We still do not know the long 
term results of breathing toxic pollutants in mi- 
nute or small amounts, although there are higher 
death rates from diseases of the respiratory sys- 
tem in areas where there is a current problem 
of air pollution. It is well known, however, that 
persons afflicted with asthma, heart disease, 
sinusitis, and other chronic conditions feel the 
effect of air pollution more so than a normal 
healthy person. 

It is estimated that Americans pay some $21 
billion per year in medical expenses and some 
portion of that expense can be attributed to air 
pollution. Probably the exact amount will never 
be ascertained because of the complex causes 
of illness. 

In conclusion, we have seen that it is impos- 
sible to determine the exact cost per person of 
air pollution. There are many factors that enter 
into the cost problem, but nonetheless, the 
factors are real and costly to each one of us. It 
should be apparent to nearly everyone that the 
third of a billion dollars now spent for preven- 
tion is way out of line with the estimated $4 bil- 
lion now spent on neglect. Perhaps if more mon- 
ey were put into the asset side, our cost on the 
debit side could be reduced considerably. 

The problem is yours: how much are you go- 
ing to pay for it? 

Next month the legislative aspects and final 
conclusions will be discussed. 


TODAYS DRUGS 


More than 85 per cent of the drugs in use today were unknown 20 years ago. 
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wiv ALDACTONE 


IN EDEMA 


Because it acts by regulating a basic physiologic imbalance, 
Aldactone possesses multiple therapeutic advantages in treating 
edema. 

Aldactone inactivates a crucial mechanism producing and 
maintaining edema — the effect of excessive activity of the 
potent salt-retaining hormone, aldosterone. This corrective ac- 
tion produces a satisfactory relief of edema even in conditions 
wholly or partially refractory to other drugs. 

Also, Aldactone acts in a different manner and at a different 
site in the renal tubules than other drugs. This difference in 
action permits a true synergism with mercurial and thiazide 
diuretics, supplementing and potentiating their beneficial 
effects. 

Further, Aldactone minimizes the electrolyte upheaval often 
caused by mercurial and thiazide compounds. 

The accompanying graph shows a dramatic but by no means 
unusual instance of the effect of Aldactone in refractory edema. 

The usual adult dosage of Aldactone, brand of spironolactone, 
is 400 mg. daily. Complete dosage information is contained in 
Searle New Product Brochure No. 52. 

SUPPLIED: Aldactone is supplied as compression-coated 
yellow tablets of 100 mg. 


6.0. SEARLE «co., Chicago 80, Illinois. 


Research in the Service of Medicine. 
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“‘Repri nts 


Profession or Business 


J. H. Means, M.D.** 


Boston 


The following article, “PROFESSION OR BUSINESS,” the annual “Gay 


Lecture” published in the October 15th, 1959 issue of the New England Journal 
of Medicine, is reproduced by kind permission of Dr. J. H. Means, Jackson 
Professor of Clinical Medicine, Emeritus, Harvard Medical School, and Dr. 
Joseph Garland, Editor of the New England Journal of Medicine. 

Nothing is more essential to the democratic principle than free and healthy 
criticism, the womb from which new ideas are constantly born. Those who 
would disagree with what Doctor Means has to say, will no doubt abide by the 


saying of Voltaire: “I disagree with what you say, but I will defend to the death 
your right to say it.” These who agree with Doctor Means might derive some 
amusement from a possible subtitle to his article, “Aesculapian Staff or 


Caduceus!” 


Comments or letters to the Editor are invited on your reactions to this or 


any other article appearing in our journal. 


Medicine, traditionally, has been considered 
to be a profession, even one of the so-called 
learned professions. Many definitions of profes- 
sion can be found, but the idea common to them 
all appears to be that a profession is organized 
for service to humanity, whereas a business or 
trade is entered into for the sake of material 
profit. At first blush it might seem that there 
should be no confusion or overlapping between 
these, and I believe that until quite recently 
there has not been. The medical profession es- 


e The “George W. Gay Lecture, delivered at Harvard Medical 
School, May 13, 1959. 

®° Jackson Professor of Clinical Medicine, Emeritus, Harvard 
Medical School; honorary physician, Massachusetts General Hos- 
ital. 
- Reprinted from ee! pow England Journal of Medicine, 261:791- 
797 (October 15), 


(AJ.B.) 


pecially has valiantly put in writing its concepts 
of what constitutes proper professional behavior 
for the doctor of medicine. The late Willard L. 
Sperry, D.D., in his important little book en- 
titled, “The Ethical Basis of Medical Practice,” 
has this to say: 

“Of all professional groups, that of medicine 
has, on the whole, codified its ethics more rigor- 
ously than has any other of the kindred pro- 
fessions. Lawyers and teachers have their codes 
of ethical practice. In the former instance they 
are probably less rigorous, and in the latter in- 
stance more vague than in the case of medicine. 
As for my own profession, that of the ministry, 
unofficial codes of ethics are as numerous as 
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the leaves of Vallombrosa, but they lack the 
authority of these other codes.” 

But as after Moses brought the Decalogue 
from God to man, lapses into the worship of 
Mammon came with increasing frequency, so 
also medical practice is presently slipping more 
and more from its high ethic into the behavior 
pattern of the market place. A nonmedical 
writer within a few months has even had the 
temerity to bring out a book entitled, “The 
Doctor Business.” It is an item that is causing 
some disputation among reviewers. I believe, 
therefore, that it is appropriate in the Gay 
Lecture this year to examine critically to what 
extent and in what direction deterioration is 
occurring in the boundary that should separate 
profession from business in the realm of medi- 
cine. 

ETHICS 

Let us begin with a look at some of the 
existing codes of ethics. The oldest and most 
famous in our vision of history is the Oath of 
Hipprocrates. I assume that you all know it 
by heart. There were others before it among 
the Egyptians, Sumerians and Babylonians. But 
for us the take-off is customarily from Hip- 
procrates. The significance of the Oath of Hip- 
pocrates, composed in the fifth century B.C., 
is that in its major principles and in its spirit, 
it is perfectly valid today. It is a noble utterance. 
To be sure, Hipprocrates swears by Apollo and 
some other deities, which we don’t have to do, 
but recall that Jesus told us not to swear at 
all — merely to tell the truth. So we are free 
to affirm the substance of the Hipprocratic 
Oath, and what's more, to govern our profes- 
sional lives by it. 

The “Principles of Medical Ethics” promul- 
gated by the American Medical Association, as 
far as it goes, is also an impeccable document. 
I can subscribe to nearly all of it. It has been 
through various versions. In the last one — 
1958 — it has been reduced to a decalogue, 
almost as pithy as that of Moses. You should 
read it. The first paragraph of an earlier version 
of the “Principles” contains a statement that I 
like especially: “The practice of medicine is 
a profession. In choosing this profession an 
individual assumes an obligation to conduct 
himself in accord with its ideals.” Some of the 
state medical societies have codes of ethics 
antedating that of the A.M.A. 

Now, however, in 1959, we find ourselves 
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in situations that make full compliance with the 
traditional ethical standards of medicine ever 
more difficult. Society has been overtaken by a 
socioeconomic .turmoil with various innovations 
and reactions. These create all manner of new 
pressures, which push the doctor about until he 
is fuzzy enough not to be able always to dis- 
tinguish between the ethical and the unethical. 
On all sides he sees business, unhampered by 
any of the principles by which he himself is 
bound, getting progressively more aggressive in 
the pursuit of profits through ruthless competi- 
tion. He sees predatory advertising invading 
more and more systems of the social body — 
transportation, roadside and all the mass media. 
He sees chiselers and racketeers boring through 
the otherwise healthy social organism in a great 
variety of directions. He himself is forbidden 
by all his ethical tradition to engage in adver- 
tising, or to solicit patients, which amounts to 
the same thing, but he has to live and function 
in a culture ridden by advertising. Indeed, the 
function he serves is a vital part of that culture. 
Under these circumstances it is not surprising 
to find him sometimes making departures from 
his traditional pattern of behavior, and this he 
does both as an individual and through his 
professional organizations. 

Nothing puts more strain on the doctor’s ethics 
than financial matters. You may recall that St. 
Paul assures us that love of money is the root 
of all evil, and we all know that the more com- 
petitive a society, the more the power of money 
will be felt. Two of the new pressures that im- 
pinge on the doctor arise from the problem of 
how he shall be paid for his services and how, or 
in what manner, his services shall be supplied. 

The traditional method of paying the doctor 
has been by fee for each service as rendered. 
When a patient could not pay the fee, the 
doctor nobly reduced it or waived it altogether. 
In an older, slower moving and less specialized 
society, this method has been satisfactory both 
to doctors and to patients. When practiced 
honorably it is certainly above reproach from 
the point of view of ethics. But that is not to 
say that in present-day society it is necessarily 
the best way, although it still seems to be so 
regarded by many doctors. But from the patient's 
side there is steadily increasing dissatisfaction 
w:th it. 

A considerable number of objections to fee- 
for-service solo practice of medicine can easily 
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be raised. It lends itself to abuse in various 
ways — fee splitting, for example. This is an 
ancient sin of medicine that is still with us, but 
I mention it in the present connection merely 
to illustrate again the ethical difference between 
profession and business. There is nothing un- 
ethical about the equivalent of fee splitting in 
business according to the ethical standards of 
business. It is merely granting a commission 
to someone who brings in more business. If a 
professional person, however, engages in such 
practices, it lowers his standards to those of 
persons who do business for profit. It puts 
the fee splitter in competition with other doctors 
and to trafficking with human life, health and 
happiness. Among other abuses we have such 
things as the rendering of a service and charging 
a fee for it, when the doctor, although the 
patient may not know it, is not really competent 
to perform it. Even in Hippocrates’s day this 
problem must have been rife, for he said, “I will 
not cut for the stone but leave that to practi- 
tioners of that work.” On fee-for-service there 
is also the temptation to do unnecessary surgery 
or provide other forms of unneeded treatment 
to increase the income from fees. 


From the patient’s side, fee-for-service also 
may have the ill-effect of keeping patients away 
from the doctor when they really need his care, 
just because they wish to avoid the paying of 
fees. Indeed, the early diagnosis of disease and 
the whole matter of preventive medicine may 
become obstructed by the fee-for-service system. 
On prepayment, on the other hand, these services 
are included in the comprehensive program and 
create no such difficulty. On fee-for-service a 
conscientious doctor may be sore perplexed to 
draw the line between what is proper safeguard- 
ing of his patients by calling them in for check- 
ups, and what is exploiting them by insisting on 
unnecessary visits. 


The progressive fragmentation of medicine 
into ever-narrower specialties also makes the 
furnishing of comprehensive medical care on 
the fee-for-service solo-practice basis increasing- 
ly difficult. When one doctor could do nearly 
everything and people for the most part stayed 
put for long periods, this was quite easy. The 
day when that sort of thing was possible, how- 
ever, is past. Although one generalist can still 
do much of it, he will frequently need help 
from specialists, often several in a single case, 
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and when all these bill the patient independently, 
it imposes a quite unnecessary hardship on him. 
It has driven some patients to go on their own 
initiative directly to specialists, very probably 
the wrong ones, without either patient or doctor 
knowing that they are the wrong ones. Not in- 
frequently nowadays patients engage in what 
is known as medical shopping. They make up a 
list of specialists of their own choosing, quite 
probably on the basis of information from 
iriends, and consult as many of them as they 
think indicated. They may think that in this 
way they are getting adequate medical care, 
but they are not. Some of their parts may be 
cared for, but not they themselves. The spe- 
cialists involved may not even have any com- 
munication one with another about the patient's 
problem, and in any event no one doctor is 
taking the responsibility of integrating the total 
care of the patient. Only an understanding per- 
sonal physician can do that adequately. 


It can be said, indeed emphatically, that one 
of the major ethical principles of medical prac- 
‘tice is that the doctor must be alert enough to 
percieve his total responsibility in every case 
and have the determination to meet it fully. His 
responsibility even continues after death, be- 
cause when a patient of his dies, it is his duty 
to make every effort to obtain an autopsy. The 
reasons for this are beth scientific: and moral. 
Scientifically, it is. valuable .always to have 
autopsies because clinical impressions will be 
checked against indisputable material evidence, 
and because there is always the chance that 
something new will be learned. It is morally im- 
portant. to have an autopsy because it takes 
courage on the part of the doctor to face one. 
The knowledge that he will have to do this 
puts him on his mettle always to give the best 
care he can. It is not good medicine to bury 
one’s mistakes, sight unseen. 


When skills other than his own are needed in 
the care of his patient, the doctor has the re- 
sponsibility of obtaining the aid of others who 
can supply them. That is to say, he must call 
in consultants. Any reluctance to do this is 
unethical. 


It is not enough, however, for doctors either 
as individuals or collectively, merely to avoid 
being unethical, to stay only within the letter, 
but not the spirit of the ethical code. “Such 
ethics,” a philosopher, A. E. Meyer, has recently 
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said, “should rather be called practical rules to 
get along in life; they are selfishness brought 
into harmony with the demands of others, who 
claim equal rights and are willing to enforce 
them. It is the kind of ethics that has presented 
itself in international politics, demanding a world 
organization to prevent future wars.” 

Is the medical profession today morally bound 
to go beyond this sort of thing and voluntarily 
take certain positive actions to improve the 
provision of medical care in the country at large? 
If so, is it doing this? Of course, these questions 
can be evaded by asking whether there is really 
any need or room for improvement in the medi- 
cal-care establishment of the United States. I 
hope that what I have already said will have 
convinced you that there is — from the point of 
view not only of getting integration of divers 
skills in giving care but also in putting payment 
for care on a basis financially fairer and more 
equitable to patients than the presently prevail- 
ing system of solo practice and fee-for-service, 
with free choice of doctor. 

If actually there is room for improvement, 
what line shall it take? Probably there are 
several possible ways, and the indication is to 
try some of them out and discover what they 
have to offer. This actually is already being 
done in a somewhat spotty fashion, but only 
with vigorous opposition from organized medi- 
cine. A minority of the profession, but one 
growing in size, believes that the provision of 
medical care largely by groups of doctors, organ- 
ized to include a proper proportion of generalists 
and specialists, and paid for their services on a 
prepayment plan of some sort, offers many ad- 
vantages to both patients and doctors over the 
present system. 

It is not my purpose, however, to discuss the 
pros and cons of any plans for the improvement 
of medical care at this time, and I am sure it 
would be unethical for me, within the framework 
of a Gay Lecture, to try to persuade you to take 
a particular side in a controversial matter. I 
wish merely to indicate the ethical principles 
that I believe to be involved. This can readily 
be done by asking the rhetorical question, What 
kind of ethics is it when organized medicine 
resorts to boycotting, lobbying, and other pres- 
sure tactics when honest attempts are made to 
improve medical care in the organizational and 
payment realnmis of medicine? What kind of 
ethics is it also when a county medical society 
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not only refuses to co-operate with a group 
health plan being set up in its area by doctors 
of competence and integrity, but instead does 
its utmost to scuttle it? In such a case the health 
plan bids fair to raise the quality of medical 
care and make it more generally available. The 
people want it, but the medical society fights 
it just the same. This sort of thing happens re- 
peatedly. Such self-protective behavior is ex- 
pected in business. It has no place in professional 
work of high ethical character. 

The distinguished jurist, Mr. Justice Frank- 
furter, who gave the Gay Lecture a year ago 
said, “My profession is pretty bad . . . but I 
am bound to say that I should be a little troubled 
if my profession lined up an advertising agency 
to work out its relations with the government.” 
This refers to the episode in 1950 during the 
Truman administration when the officials of 
the A.M.A. raised an enormous “War Chest” to 
fight what they called “Socialized Medicine” 
and hired the advertising firm of Whitaker and 
Baxter to do it for them. They were for the 
moment successful, but at the cost of adopting 
behavior patterns more suitable to business or 
politics. The point I should like to make is that 
organized medicine should abide corporately 
by its code of ethics as assiduously as it expects 
its individual members to do. Any double 
standard in this regard is intolerable. 

Thus far we have been considering ethics 
largely in relation to the care of patients, or 
practice of medicine in the usual sense, but 
medicine in its entirety encompasses much more 
than that, and ethics is involved also in these 
wider reaches. May I again recall the wisdom 
of Frankfurter. “I am not competent,” said he, 
“to have any views on the very difficult problem 
of the relations between the medical profession 
and society. But the notion that it is just an 
individual affair between a patient and a doctor 
seems to be totally discredited by all we know.” 
Justice Frankfurter has indeed here given us a 
strong hint of the multidimensional nature of 
our professional commitment, which, if heeded, 
cannot but intensify our interest and deepen 
our understanding both of our obligations and 
of our opportunities. Doctors, particularly or- 
ganized doctors, are inclined to entertain the 
naive belief that they are quite competent to 
appraise objectively their own profession. But 
since medicine is one of the vital functions of 
the social organism, of concern to all its mem- 
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bers, this professional insularity has no valid 
vindication. It is significant, I think, that in 
the long list of Gay Lectures we find a goodly 
number of disciplines other than medicine rep- 
resented. This has been particularly true in re- 
cent years. We are getting, it seems, increasingly 
willing to see ourselves as others see us. Indeed, 
starting from today, we have to go back five 
years to find another physician as Lecturer. 
A lawyer, a psychoanalyst, two parsons and a 
writer intervene. This is all to the good. 

This vista discloses another great ethical prin- 
ciple — namely, that medicine is for everyone. 
It is not a private game preserve for doctors. 
And how much greater is the happiness to be 
got from it if it is practiced in a generous spirit! 
Where doctors develop a proprietary interest in 
their patients, as believe me they sometimes do, 
they downgrade medicine to the level of busi- 
ness. 


MEDICAL EDUCATION 


Let us now explore for a moment another great 
function of medicine — namely, teaching — and 
see what ethical principles may be involved 
in it. The medical profession is obligated to 
educate its own successors. Should it not do 
this the profession would die, for no one other 
than doctors of medicine can complete the edu- 
cation of doctors of medicine. The first stimpula- 
tion in the Oath of Hippocrates is “to reckon 
him who taught me this art equally dear to me 
as my parents, to share my substance with him 
and relieve his necessities if required; to regard 
his offspring as on the same footing with my 
own brothers, and to teach them this art if they 
should wish to learn it, without fee or stipula- 
tion, and that by precept, lecture, and every 
other mode of instruction, I will impart a know- 
ledge of the art to my own sons and to those 
of my teachers, and to disciples bound by oath 
and stipulation, according to the law of medi- 
cine, but to none others.” In modern parlance 
I think we may interpret this to mean that we 
have the obligation to teach, whenever the op- 
pertunity presents, anyone rightfully involved 
in the medical educational process if he so 
desires it. 

Not only have we this teaching obligation, but 
if we are in medicine because we love it, we 
should desire to do it. We should derive happi- 
ness from it. The relation between teacher and 
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pupil can become as meaningful and endearing 
as that between doctor and patient. And the 
medical teacher is challenged above all others 
because he has to meet the needs at the same 
time of both pupil and patient when the latter 
is the subject of instruction, nor can he allow 
the best interest of the one in any way to in- 
fringe upon that of the other. 

Another point is well illustrated by the oft 
quoted lines of Chaucer, “and gladly would he 
learn and gladly teach.” Where can one find 
a nobler precept for medicine than this? It puts 
learning before teaching, and how wise this is, 
because teaching at its best is no more than 
the facilitation of learning. I was extraordinarily 
happy three years ago at being enrolled a “Per- 
petual Student of the Medical College of St. 
Bartholomew's Hospital” (London). The word 
perpetual is the significant one in this charming 
epithet. It implies, or at least expresses, the 
hope that one may continue to be able to learn 
as long as he draws breath. So I pray may it be 
with all of us. 

It would not seem likely, offhand, that there 
had ever been fee-for-service problems about 
paying for instruction by students, comparable 
to that for medical care by patients, but such 
has indeed been the case. Of course, in the days 
when medical schools were not available to all 
wishing to study medicine, there was the ap- 
prentice system, but that is not what I have 
in mind at the moment. In the eighteenth and 
early nineteenth centuries, students in medical 
schools paid fees for instruction directly to their 
professors — a fee for each course of instruction. 
The great John Hunter’s fatal attack of angina 
pectoris was induced by a quarrel with other 
members of the staff of St. George’s Hospital 
over a problem of fees paid by students to 
teachers. 

At Harvard also in the eighteen forties, stu- 
dents paid fees directly to their professors for 
courses of lectures and were given tickets of 
admission. For the course in anatomy and oper- 
ative surgery by Dr. J. C. Warren they paid 
$15, and for that on materia medica by Dr. Jacob 
Bigelow the fee was $10 and so forth. But all 
that is long past history except perhaps in the 
case of certain graduate courses. Therefore, we 
may ask, if a better way than fee-for-service has 
been found for paying for instruction, why 
should not a better way than this be found also 
for paying for medical care? 
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We have today, moreover, an ethical problem 
concerning medical education at the collective 
level. The population, as you well know, is in- 
creasing at an explosive rate, and the need for 
well trained doctors is shooting upward. Medical 
education is the most costly of all education, and 
our medical schools are sorely pressed financial- 
ly. No adequate aid is in sight short of federal 
subsidy.’ Yet organized medicine is so hostile to 
any further extension of government into medi- 
cine that it has opposed vigorously any help by 
the federal government toward cost of instruc- 
tion in medical schools. 


RESEARCH 


The second precept of the A.M.A. decalogue 
tells us that “Physicians should strive continu- 
ally to improve medical knowledge and skill, 
and should make available to their patients and 
colleagues the benefits of their professional at- 
tainments.” Certainly, we can all say, “Amen” 
to this. The chief instrument to improve medical 
knowledge and skill is research, and this is 
another of the great functions of medicine. If 
without education we have no new doctors, so 
without research we have no progress. If we 
can say, “and gladly teach,” so too we must 
say, “and zealously investigate.” There are some 
ethical considerations about research that need 
to be mentioned. 


The first of these is that the investigator must 
be scruplously honest in all he does, both in- 
tellectually and in every other way. Complete 
objectivity is an absolute necessity. One should 
undertake research to test hypotheses, not to 
prove them. The object is to find the truth with- 
out bias or slanting of data. When a research is 
undertaken to discover whether cigarette smok- 
ing causes cancer of the lung, and is financed 
by tobacco interests, its results cannot but be 
suspect. Great temptations lie in the path of 
the investigator. Let us suppose he discovers 
something of importance — perhaps a new form 
of therapy. He tries it out on patients (after 
having done so first on animals). Its adminis- 
tration is followed by improvement in some of 
them. In reporting his results he is under great 
emotional pressure to see the good results 
through rosy, and the bad through dark glasses, 
or to classify as good that which is actually 
equivocal. Results of research seemingly im- 
portant should not be accepted as fully valid 
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unless confirmed by other investigators. Never 
forget that in research adequate control of all 
observations and experiments is mandatory, and 
that in clinical research on patients it is some- 
times very difficult to achieve. 


Another temptation is to utilize research for 
purposes of personal advantage or advance- 
ment. This really is a tough one because the 
habits of faculties are such that a regrettable 
amount of weight is put on how much a man 
has published. It would hardly be human not 
to like success, recognition and fame in research, 
but these should not be ends in themselves, but 
merely pleasant by-products. Nor should we 
in medicine keep our findings up our sleeve, as 
does business its trade secrets. At all states of 
investigation we must be willing to exchange 
information with colleagues. This precept is 
indeed directly implied in the A.M.A.’s “Prin- 
“ciples” (Section 2). Priority is dear to the hearts 
of all investigators, and why not? It is very com- 
mendable to be the first to uncover some new 
truth, and one may get a Nobel Prize for it, but 
the goal should be the new truth, not the kudos 
of priority. Moreover, in all research conducted 
in the professional spirit, investigators should 
give freely and generously full credit to other 
investigators whose work is in any way relevant 
to their own. To repeat the work of others with- 
out prejudice and publish findings with com- 
plete honesty is right and proper, indeed neces- 
sary. To belittle it in order to build up your 
own is, in the professional way of life, ignoble. 
In business, on the other hand, it seems to be 
rather normal, or at least frequent. Actually, 
to most discoveries many investigators contrib- 
ute, and all deserve credit for what they have 
done. 


PHARMACEUTICAL ADVERTISING 


Increasingly in these days medicine is bein 
confronted with difficult questions in ethics 
though the impact of the pharmaceutical in- 
dustry. Its advertising infiltrates our medical 
journals, and many of them could not survive 
without the income it brings in. Practitioners 
receive daily through the mail vast quantities of 
multicolored beguiling advertising literature, 
well laced with free samples of decorative and 
expensive pharmaceutical preparations with 
trade names often difficult of comprehension, 
and complete with directions how to use them 
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and with hand-picked bibliographies. For the 
doctor to prescribe such material solely on the 
recommendation of the manufacturer is to 
slight, in some measure, his duty by his patient. 
The rightful way for him to order drugs is to 
discover, from objective sources, their composi- 
tion and pharmacologic action, and order them 
only to meet indications for treatment that he 
clearly recognizes. Then there are the detail 
men, usually delightful and co-operative fellows, 
who give you more advice and free samples, 
which, if you accept them, influence you some- 
what to favor the detail man’s house in your 
prescription writing. 


The other side of the picture, however, is that 
the more reputable drug houses have made 
great strides in raising their ethical standards, 
and have done invaluable work in devising and 
testing new drugs in their research departments. 
They can get high-grade investigators because 
they can pay better salaries than universities or 
noncommercial research institutes. Furthermore, 
so lucrative has the pharmaceutical industry be- 
come, and so enlightened, that it makes larger 
and larger grants-in-aid to noncommercial re- 
search projects. Thus, even the universities be- 
come beholden to some extent to the industry. 
How good this is I confess I don’t know, but I 
am strongly of the belief that it is necessary for 
medicine to work toward some form of ethical 
symbiosis with the pharmaceutical industry, if 
this can produce new scientific knowledge that 
medicine simply cannot afford to do without. 


PATENTS 


And this brings us to a special subject that 
sharply emphasizes the difference between busi- 
ness and profession — namely, patents. If a 
medical investigator develops a new drug or 
method, he is ethically bound to tell the pro- 
fessional world about it. He is prevented by his 
own ethical standards from patenting it. But if 
a drug house does such a thing, it would be, 
by business standards, insane not to apply im- 
mediately for a patent. But unless a discovery 
of noncommercial research is protected in some 
way, industry may patent it and make profits 
out of something to the discovery of which it 
has not contributed. Some ways have been found 
to escape from this dilemma. Patents can be 
taken out to protect a product, but dedicated to 
the public. This ensures that no one can gain a 
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monopoly in its production. A well known ex- 
ample was insulin, which was patented by the 
University of Toronto to ensure its availability 
to all without anyone having any special privi- 
leges. 

THE PRESS 


Another somewhat special topic is the press 
and other mass media. In the past the doctor has 
been supposed to keep himself out of the press 
as far as possible, at least not to use it as a 
means of popularizing himself. But nowadays 
when he cares for VIPs, he cannot keep himself 
out of the mass media, and this through no fault 
of his own. Also, often he is pushed into public 
writing or speaking by the institutions with 
which he is associated — hospitals, medical 
schools and so forth, which have money-raising 
campaigns under way and want him to glamorize 
what they are doing for the advancement of 
medical science. 

All the mass media also carry a steadily in- 
creasing volume of medical items, purportedly 
for purposes of public education. Some of these 
are excellent; some are dreadful. The great 
question is whether the total impact on the 
public of all this is good or bad. When it pro- 
vides the stimulus that brings the patient to the 
doctor while his serious disease is still curable, 
it is good. When it leads to the pressurizing of 
doctors by patients to give treatment the doctor 
knows is not really indicated, it is bad. It has 
come to pass nowadays that patients, having 
soaked up some of the mass-media pronounce- 
ments, go to the doctor and tell him how to 
treat them. “Doc I want a shot of penicillin.” 
The doctor may know that this is neither needed 
nor desirable, but he also knows that if he 
doesn’t give it, the patient will be off to another 
doctor who will. So the first doctor may give it 
even against his best judgment. Actually, he is 
on a hot spot. Of course in this case the ethics 
is clear enough. He should refuse to give it 
even though it means the loss of a patient. If he 
were not on fee-for-service there would be less 
of a problem. 

The mass media can be very damaging also 
to the investigator. They will quote him out of 
context, give undue emphasis to parts of his 
remarks, and let headline writers commit veri- 
table mayhem on what he has actually said: 
“Great breakthrough in cancer just around the 
corner,” and all that sort of rubbish. Beware 


of them! 
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THE PATIENT AND THE TRUTH 


A very controversial ethical question is that 
ot truth telling to patients. You will find entirely 
reputable and earnest doctors who believe in 
lying to patients when it is, in their opinion, to 
the patient’s good. The other extreme is best 
typified by the late Dr. Richard C. Cabot, of 
Harvard, who believed that the doctor should 
always tell the patient the truth, the whole truth, 
and nothing but the truth. This is a naive posi- 
tion, because who ever knows, in the progress 
of a patient, what the whole truth is? I am sure 
some of the “truth” that Dr. Cabot told just 
wasn’t so. For him things were either black or 
white, but the world is mostly gray. Personally, 
I am thoroughly opposed to the intentional prac- 
tice of deceit in doctor-patient relations, but also 
I have constantly in mind that admonition of 
Oliver Cromwell, who said, “By the bowels of 
Christ my brethren bethink you, you may be 
mistaken.” Also I cherish the dictum of the late 
Lawrence J. Henderson, “In the practice of 
medicine do as little harm with words as pos- 
sible.” Thus, I would say, beware of making 
traumatic remarks within the hearing of patients 
that they have neither asked for nor need to 
know. I am sure that this is one of the com- 
monest professional sins that any of us commit. 
Beware particularly of ever making a prediction 
of how long anyone is going to live. Nature 
is capable of letting you down badly. Many a 
patient has outlived the doctor who “gave him 
but a year to live.” Remember always that it is 
not what you say to patients that is important, 
but what they think you said. Your silences also 
may be as traumatic as your words. How often 
does a patient when asked, “What did the doctor 
tell you?” reply, “He didn’t tell me anything!” 
The wise doctor will sense when the patient 
needs to be told something, and he will do this 
in as reassuring a way as the basic framework 
of truthfulness permits. Do not be afraid of 
saying, “I don’t know,” when that is the truth. 
Moreover, always be ready to listen, and to 
answer questions as wisely as you can. 

Related to what you shall say, or not say, to 
the patient is what you shall say, or not say, 
about him to other people. Hippocrates puts us 
straight on this without need of alteration or 
interpretation: “Whatever, in connection with 
my professional practice, or not in connection 
with it, I may see or hear in the lives of men 
which ought not to be spoken, I will not 
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divulge, as reckoning that such should be kept 
secret.” 


Another ethical or moral question, quite shock- 
ing in nature,-is what we shall do about the 
elderly or hopelessly ill patient who longs for 
an end to his suffering in death. Shall we let 
him die, merely easing symptoms as he goes, or 
shall we force him to suffer yet a little while 
longer because science has given us such things 
as antibiotics and oxygen tents that will do this? 
Euthanasia, as you well know, is a hotly debated 
matter. Whether it may or may not be practiced 
is for society, not the medical profession, to 
decide. It is within the doctor's prerogative, 
however, to determine what treatment he will 
or will not use, and if under the type of circum- 
stance I have indicated, he elects not to use 
the life-prolonging methods, can any honest and 
reasonable person say he has done wrong? 
“Lord, now lettest thou thy servant depart in 
peace, according to thy word,” so said St. Luke, 
“the beloved physician,” and he expresses my 
own thoughts on the subject perfectly. And that 
pungent playwright B. G. Shaw put it this way: 


“Thou shalt not kill but needst not strive 
Officiously to keep alive.” 
Doctors have plenty of dilemmas. 


DISCUSSION 


I will finish this discourse with a few more 
transcendent considerations. Medical ethics is, 
I suppose, a part of ethics, and ethics certainly 
is a branch of philosophy; therefore, we may 
philosophize a bit. I am sure few, if any of us, 
are philosophers, but it is given to any man to 
apply his own homely philosophy to what he 
is doing and see what he can come up with 
in the way of convictions, motives and satisfac- 
tions. Recognition of these qualities of mind 
comes through insight, and certainly no one 
needs insight more than the physician. “Phy- 
sician, know thyself” is perhaps the simplest 
way to put it. Although in a profession, especially 
in those called learned, of which medicine is one, 
the less conformity is required the better, never- 
theless when in the practice of such a profession 
the lives, welfare or happiness of other people 
are involved, it becomes necessary for that pro- 
fession to impose upon itself, or when it fails 
to do this for society to impose upon it, certain 
minimal standards of competence and certain 
rules of minimal acceptable professional be- 
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havior. It is these necessities that have given 
rise to the codes of medical ethics of which we 
have been speaking. I am convinced, however, 
that if a physician is of good conscience, there 
is little likelihood that his behavior will sink 
to a level where the ethical code need be called 
into play to correct it. At least this is true so 
long as he acts as an individual and follows 
the dictates of his conscience. If he has no 
conscience, he should not be in medicine. Unfor- 
tunately, as we have seen, when he organizes 
and acts collectively, the conscience of the herd, 
through a homogenizing process, may become 
sufficiently benumbed to permit some deterio- 
ration in ethical standards. 

The quality of medicine in the mass, however, 
will depend largely on the motivation and 
character of the individuals who serve it, and 
the chief point I want to make is that the highest 
motivation possible is that one shall love medi- 
cine and find happiness in performing any of 
its many functions. This is indeed the essence 
of professional motivation and of what deter- 
mines the professional way of life. It is what 
sets the profession in a higher ethical bracket 
than occupations entered merely to make a liv- 


August, 1960 


ing. To be sure, the doctor must have an income 
sufficient to permit him and his family to live 
comfortably and happily, and to have enough 
leisure to keep in close rapport with the culture 
in its various dimensions. There is usually no 
great difficulty about this. It is a setback for 
medicine, however, when the doctor permits 
himeslf to become intellectually and emotionally 
isolated. 


As I look around at my many friends in medi- 
cine — those who are older (not so many of 
these now), contemporaries and the steadily 
growing number of younger ones, many of whom 
have been my pupils — I am increasingly con- 
vinced that those who get the most out of medi- 
cine, and more particularly those who give the 
most to it, are those who love it. Medicine is 
indeed a profession — not a business. Let us 
keep it so. 


And in conclusion I again quote Hippocrates: 
“While I continue to keep this oath inviolate, 
may it be granted to me to enjoy life and the 
practice of the art, respected by all men at all 
times, but should I trespass and violate this 
oath, may the reverse be my lot.” 


FREEDOM OF CHOICE 
Arthur Kemp, Ph.D. 


At Atlantic City in June, and again at Dallas in December, the American 
Medical Association’s House of Delegates proclaimed and reaffirmed the belief 
that the “free choice of physician is the right of every individual” and that such 
freedom of choice, together with free competition among physicians, constitute 
prerequisites to “optimal medical care.” In so doing the House of Delegates, by 
inference, took a position in favor of individual freedom of choice in general 
and expressed a preference for maintaining a social, political, and economic 
framework in our society conducive to the preservation of such freedom of 
choice. (The Journal of the American Medical Association, Vol. 172, No. 9, 


February 27, 1960, pp. 942-3) 
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FOURTH NATIONAL 
CANCER CONFERENCE 

Sponsored by the American Cancer Society 
and the National Cancer Institute, the Fourth 
National Cancer Conference will be held in Min- 
neapolis, September 13, 14 and 15, 1960, at the 
University of Minnesota. Theme: Changing 
Concepts Concerning Cancer. 

Program: 

General Session: Address: Changing Concepts 
Concerning Cancer; Cancer Etiology. 

Panels on: Cancer of the Breast; Cancer of 
the Lung; Cancer of the Female Genital Tract. 

General Session: Address: Frontiers in Biolo- 
gy and Cancer Research; Cancer Pathogenesis 
and Spread. 

Panels on: Cancer of the Gastrointestinal 
Tract; Cancer of the Male Genitourinary Tract; 
Leukemias and Lymphomas; Cancer in the 
World Around Us. 

General Session: Address: Care of the Ad- 
vanced Cancer Patient; Cancer Therapy. 

Panels on: Cancer of the Skin; Cancer of the 
Head and Neck; Cancer Control. 

General Session: Summary Session. 

AUGUST 15-20, 1960 
9TH WESTERN CARDIAC CONFERENCE 
DENVER, COLORADO 


ARIZONA MEDICINE 


S8A 


“Future Medical Meetings 


and Postgraduate Education 


The Ninth United States Civil Detense Coun- 
cil Conference, Medical-Health Section, will be 
held September 21-22, 1960, at the Leamington 
Hotel, Minneapolis, Minnesota. Emphasized 
will be chemical, biological and radiological war- 
fare and defense and civilian medical problems; 
also aspects of emergency health services such 
as the community program, man-power manage- 
ment, mobilization training, resources manage- 
ment and engineering and sanitation. 


UTAH STATE MEDICAL ASSOCIATION 
65th Annual Scientific Meetings 
SEPTEMBER 21, 22, 23, 1960 
SALT LAKE CITY, UTAH 


ARIZONA ACADEMY OF GENERAL 
PRACTICE 1960 ANNUAL MEETING 


October 13, 14 and 15 are the dates scheduled 
for the 1960 meeting of the Arizona Academy 
of General Practice. This will again be held in 
the Valley Ho Hotel in Scottsdale, Arizona. An 
excellent scientific program is being arranged. 
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ARIZONA REGIONAL MEETING 
AMERICAN COLLEGE 
OF PHYSICIANS 


This one-day meeting is scheduled for Octo- 
ver 8, 1960, beginning at 9:00 A.M. A luncheon 
meeting is planned for members of the Arizona 
Chapter of the Society of Internal Medicine and 
a banquet in the evening for fellows, associates, 
invited guests and their wives. 

Dr. W. Roy Hewitt as Governor for Arizona 
will conduct the meeting. Drs. Hayes Caldwell 
and Ashton Taylor of Phoenix and Orin J. Far- 
ness of Tucson will be the program committee 
members. Dr. Leslie R. Kober of Phoenix and 
Dr. Roland Murphy of Tucson will handle the 
arrangements and registration. 

All members of the Arizona Medical Associa- 
tion are invited to attend the scientific sessions 
both morning and afternoon. There will be no 
registration fee. Tentatively the meeting is 
planned for the Hotel Valley Ho in Scottsdale. 


1961 ARIZONA CANCER SEMINAR 


“Canging Concepts in Tumor Formation and 
Therapy” is the theme for the Ninth Annual 
Arizona Cancer Seminar to be held at the Tide- 
lands Motor Inn, Tucson, January 12, 13 and 14. 


The faculty participants will include Drs. 
Jeanne C. Bateman (chemotherapeutic drugs), 
C. Howard Hatcher (bone pathology and bone 
tumors ), Charles Heidelberger (chemotherapy ), 
Roy Hertz (endocrinology), Paul Kotin (en- 
vironmental factors as they relate to cancer), 
and Arnold D. Welch (aspects of chemotherapy 
and biochemistry ). 
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AMERICAN COLLEGE OF SURGEONS 


The 46th annual Clinical Congress of the 
American College of Surgeons will be held in 
San Francisco, California, October 10 through 
14. Headquarters for the meeting will be the 
Civic Auditorium, with some sessions scheduled 
at nearby hotels. 

More than 1000 participants will take part in 
the various programs, and nine postgraduate 
courses will be offered. 


REGIONAL LATE SUMMER 
AND FALL MEETINGS 


August 15-19, 1960 — Western Cardiac Con- 
ference, Denver, Colorado. 

August 3l-September 6, 1960 — Pediatrics, 
Estes Park, Colorado. 

September 7-10, 1960 — Annual Meeting, Ne- 
vada State Medical Association, Las Vegas, 
Nevada. 

September 7-10, 1960 — Annual Session, Wy- 
oming State Medical Society, Moran, Wyoming. 

September 11-14, 1960 — American College of 
Obstetrics and Gynecology, Denver, Colorado. 

September 14-17, 1960 — Annual Session, 
Colorado State Medical Society, Estes Park, 
Colorado. 

September 21-23, 1960 — Annual Session, Utah 
State Medical Association, Salt Lake City, Utah. 

November 3-5, 1960 — University of Colorado 
Medical Center — Fractures, Denver, Colorado. 

November 17-19, 1960 — Tenth Annual Con- 
vention, National Association for Mental Health, 
Denver, Colorado. 

November 27-December 1, 1960 — Western 
Society for Pediatric Research, Denver, Colo- 
rado. 


$1 BILLION DONATED FOR NATION’S HEALTH ACCORDING 
TO AAFRC 


Total philanthropy for the nation’s health rose to more than $1 billion in 
1959, according to the American Association of Fund-Raising Counsel, Inc. 

But, despite the increase in total dollars, health did not quite keep pace 
with the total increase in philanthropy. Health received an estimated 14 per 
cent of the total $7.8 billion philanthropy in 1959. The information was revealed 
in GIVING, USA, an annual study published by the AAFRC. 
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